MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05433 
5444 — CERTIFICATE OF DEATH ipso tes 


3 W Lin gia : Seer pesroence (Where deceased lived. If institution: Residence before admission) 
8 a. ° b. COUNTY 
of W Carroll MARYLAND Maryland Baltimore 
wel od ! b. CITY OR TOWN {If outside corporote limits, write [c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) / 
} 2 RURAL ond give nearest town) J 
Sykesville Tmi17a Reisterstown, M4. ) 
d. NAME OF HOSPITAL {tf not in hospitat, give street oddress) d. STREET ADDRESS: e. tS RESIDENCE 


ON A FARM? 


/ OR INSTITUTION 
e ‘ 43 Hanover Rd. ves [] No Qi 
5 DECEASED First Middle Lost 4. ee Month Day Yeor 
{Type’or print) Edwin Wallace Bartol DEATH 5 16 1959 


Pages } and 2 should 


. SEX 


Male 


6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED ["] | 8. DATE OF BIRTH 


White wioowep [] pivorceoC] | 3 = 16 = 73 


9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
& birthdoy) [Months] Days | Hours | Min 
yes. 


< 
a 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even if retired) eee oy 
< Insur. Manager Insurance Maryland sSehe 
B 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
8 
2 John D, Bartol Elizabeth Murphy 
2 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? {16. SOCIAL SECURITY NO. INFORMANT Address 
4 {¥es, no, oF unknown] (IF yas, give wor or dates of service) 
$ | unkn $.S.Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (J Le NN, 

a PART |. DEATH WAS CAUSED BY: = 
§ te IMMEDIATE CAUSE fo) _Arteriosclerotic cardiovascular disease 
£ 4X. ef DUE TO 

Conditions, if ony, which (b) 


gove rise to immediote 
couse (a), stoting the under- ( OUE TO 
lying couse lost. a 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO. Ath per von oS ee tN PART I(0)|19. WAS AUTOPSY 
-B.S. assoc, with cerebral arterios elerosis > Ww psych, reac Bee 


20. ACCIDENT WAS UNDERLYING [1] ik DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I! of item 1B.) 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY {Home, form, | 20f. {City or town) (County) {Stote) 
Hour. m. While Not while foctory, street, office bldg., etc.) ! 
p.m. lot work [[] of work 


for use as the burial-transit permit. 
MEDICAL CERTIFICATION 


ING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 
the registror prior ta burial, cremation, or removal, and in any event within 72 hours ofter death. 


nspital or attending physician. 
ter this certificate has been signed by the ottending physicion and campletely filled in by the fi 


[i cee ee 74%9___,that | last saw the deceased 


TO HOSPITAL OR ATT! 


2: , and that death accurred ot 52204.m, fram the couses and on the date stated obove. 
OS - ADDRESS (Street, city or town, stote) DATE SIGNED 
2 g3 , SieNatTuRE U t wre ss MD. _Springfield State Hospitel 5 _ -16-59 
£a2 
EAP 
¢8 Name ttree_Edmund Lusthaus M.D, _Sykooville, Marylente _caucnacnscnsocsaes 
2 Zz a 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county} {Stote) 
Bese Burin Ma Pikesville,Md. 
e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS do. REC'D BY REGISTRAR | 24b. REGISTRAR'S HS TURE 
’ ‘Ua Pa mi 
VS Als (0 \) J.F.Eline & Sons »Reisterstown,Md. pate MAY 1.9 '58 Ge : 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


544% CERTIFICATE OF DEATH 15434 


ae Reg. Dist. No. 

£5 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
bes 9. COUNTY 9. STATE b. COUNTY. 

ae Carroll Maryland Carroll 

3 b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 


RURAL ond_give neorest town), 


rural-Mt. Air 50 vrs. X Rural--Mt. Airy 


2 3 dé. SRR Ree (If not in hospitat, give street address) d. STREET ADDRESS: e hrgier | 

=4 , bad Cae 

ze xX Harrisville ves Ff] No] 
a ‘ 

£5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 

Rr DECEASED | = ag set — bod FA 

7 (Type or print) PEARL Me BAUMGARDNER ceaH = MAY 


5 3s 
= 5. SEX 6 COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR] tF UNDER 24 HRS. 
> I . lost birthday} Months] Doys Min. 
<= J) |female white wipowen f]_—__bvorceo 1) ~12-1882 V7 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland U.S 


during most of working life, even if retired) 


housewife own home 


icate be executed within 24 haurs afler death: Page 4 


13. FATHER'S NAME a 14. MOTHER'S MAIDEN NAME 
Jacob Fritz Lydia, A. Brown 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ] 17. INFORMANT e Address 
(Yes, a0. oF unknown) (if yes, give wor or dates of service) ‘. = is * ue : 
no =---- irs, Ruby Norwood Mt. Air 


18. CAUSE OF DEATH [Enter only one couse p er (©). (b)."ond ().] j INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: f 
ee IMMEDIATE CAUSE (0) ate P77 pf “ 
457% DUE To if , 
Conditions, if ony, which ww _“Leect YL Attetid 


gove rise to immediote 
co¥se (0), stoting the under. ( OVE TO 


lying couse lost. 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 


(MED? 
20a. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port II of item 1B.) 
OR CONTRIBUTING C} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


SG 


yessQ no 


The law requires that the death ce: 


, crematian, ar remaval, and in any event within 72 haurs after deat 
MEDICAL CERTIFICATION 


fter this certificate has been signed by the attending physician and campletely- 


d far use as the burial-transit permit. 


< 
2 20. TIME OF INJURY Month, oy, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY Home, form, 1 20F. (City or town) (County) (tote) 
Hey le at SRA ARGS mtr foctory, street, office bidg., etc.) | 
rd p.m. lot work [7] of work i 
@-: Pe 
Zz 21. | certi 4 3.., IT that | last saw the deceased 
ba 3 alive on_£¢t4-* Yi, fe f  frém the causes and on the date stated above. 
Eis: stote DATE SIGNED 
< = ACTUAL —— Lf 
o B35 SIGNATUR ZH le Li dd oe $7 4H 
Of5va / ke 
a 35 PHYSICIAN'S 4 
Seis NAME (Type! 24K - ere - =, tabby OSS Fe. ae, 
Sig “Zo. BURIAL, BCL ON, | ib. DATE THEREOF ac. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stotey 
2 &* REMOVAL (Specify) Z EO on ee oh. is ‘ee 
es ce Doi LAL -6-1 Pine Grove Mt. Airy, Md. 
= 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

15 (4 C. M. Waltz, Winfield,Md. pare MAY 5°59 ADs Bia. 
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MARYLAND we DEPARTMENT OF HEA Ney janelle 18 


5648 ‘CERTIFICATE OF DEATH © 05435 


Reg. Dist. No. 
& Arete ty 2 SSE ee (Where deceased lived. If institution: Residence before admission) 
°, b. COUNTY 
Carroll - Rural, Sykesville ee Maryland Frederick 
b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) ‘ol 
RURAL ond give neorest town) Jf 
11 days Frederick 
d. Se WG (If not in hospital, give street oddress} d. STREET pee 229_ s e Tee Ste e. Beene 
Springfield State Hospital 5 ves] NO 
2 pag First Middle Lost 4. DATE Month Doy Yeor 
(Type or print) CLYDE HENRY BEACHLEY 5 11 19 59 
5. SEX 6. COLOR OR RACE | 7. B. DATE OF BIRTH 9. AGE (In 
MARRIED [_] NEVER MARRIED [] 7 inter Se 
M WwW WIDOWEOXL] pivorced [) 1/le / 95 ie 
10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Truck Driver Dairy Marylend USA 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
n He O» Beachley Schildtknecht, Helen 
WAS. Dea u. $s. “thie FORCESE 16. SOCIAL SECURITY NO. [17. INFORMANT Address 
ines eae SasgR or dale shake 
es | 78-03-5225 Record, Springfield State Hospital 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}.] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Cie cLaR eae 
" OPMIMMEDIATE CAUSE (o)__ ACUte Congestive heart disease minutes 
. DUE TO 
Conditions, if ony, which »___Arteriosclerotic cardio-vasicular disease ars 


gove rise to immediate 
couse (0), stoting the under. ( OVE TO 
lying couse lost. te 


Past I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) ] 19. ne etsy 
Psychotic depressive reaction ves%] nol) 


200. ACCIDENT WAS UNDERLYING 1) ‘2b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port Jor Port Il of item 1B.} 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED _|20e. PLACE OF INJURY (Home, form, 20h [City er town) ican aaa 
Hour 0. While Not while foctory, street, office bldg. etc. 
p. 19 fot work [] ot work [ a 
11/59 


MEDICAL CERTIFICATION 


aioe an 

ACTUAL 

SIGNATUR: d 

Name (tyen__Gertrude M. Gross, MeD. _Sykeevitle, Maryland a = Bere! 
To. RURAL, CEEMATON, 2b, DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION {City, town, or county} {Stote) 

Al ec! . 

Burial” | 5-15-59 Reformed Cemetery Middletow, Maryland 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Pha. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


e« R. Etchison & Son, Frederick, Maryland oare MAY 15 '59 Author of 16 


—] 


| director, 


Pages 1 and 2 should be filed with 


quires that the death certificote be executed within 24 haurs after death. Page 4 
Then please remave carban papers. 


ate has been signed by the attending physician ond completely filled in by the f 


spital ar attending physician. 
ter this ce 


y 


TO FUNERAL DIRECTO! 
page 3 shauld be detached for use as the burial-transit permit. 


moy be retained by 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The low re 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
item 2_FilmG242 5-11 


5449 CERTIFICATE OF DEATH a 


ue bee tae! 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. 


Carroll MARYLAND ee Maryland B.COUNTY Og 4, 


b. CITY OR TOWN (If autside corporote limits, write ¢ LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) — // 


RURAL ond give nearest town) 


Sykesville 9m2a Baltimore ¥,/MAi 18 3Vo/.u 
dad. Prd reall {If not in hospital, give street oddress) d. STREET ADDRESS cE Lo 5 Nor thga t e Ra =, e. pai 3 
Springfield State Hospitak 200 Vi Peet (Son's home) | SU NOM 


. NAME OF First Middl 4. DATE Y 
DECEASED [ Tg) lost Month Day ‘ear 


OF 
(Type or print) George John Berkley oon 5 3 1989 
eae 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [7] | 8. DATE OF BIRTH ¥- AGE (in years [IFUNDER 1 YEARTIF UNDER 24 HRS. 
pag ae in. 
Male White wiooweo ovorceo [] | September 11, 1872 88 a PP aa 


100. eS Pioe eee eae 10b. KIND OF 8USINESS OR INDUSTRY |11. 8IRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
RETIRED Maryland ,BALTIMORE U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Charles Berkley Minerva MARY L. HEIM 
Pte anes a eri gman oe ea OSES | MESOCIALSECURITY NG INCORMANT MEE CHAN LEON Ey. Sema bn 
1 jer unkn (S.S.Hospital Records) 1405 N.GATE ROAD 


no 


Conditions, if ony, ac} 
reactim 


18, CAUSE OF DEATH [Enter only ane cause per line for (a), (b), and (c)-} Nava aay 
PART 1. DEATH Was causto By: Arteriosclerotic cardiovascular disease years 
gove rise to immediote 
couse (a), stoting the under- 
20a. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 


Yo typ MMEDIATE CAUSE (0) 
lying couse lost. Pre FS 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


\Ae DUE TO 
6. BUS! AESUCY TR CUPS EPA REED SY PIECE FOSDE WIEN NSYCHGEEOTION GIVEN IN PART 1(0)]19. WAS AUTOPSY. 
yes] NOR 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street. office bldg.. etc.) | 
jot work [_] at work 


MEDICAL CERTIFICATION, 


21. | certify that | attended the decensge fram, ta i 1929 that | last saw the deceased 


M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


SIGNATURE. 


PHYSICIAN'S 
NAME (Type) --Sykesville, Maryland, 


2c. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county) (State) 


PARKWOOD CEMETERY BALTIMORE MARYLAND 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Zao, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
HENRY SANDER & SONS INC. BALTO. MARYLANBAAMAY 5 ‘59 Caihes 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = 
CERTIFICATE OF DEATH 00437 


Reg. Dist. No. 


1. PLACE OF DEATH , a. ae RESIDENCE (Niretayy deceased lived. If institution: Residence before admission’ 
0. COUNTY 


{? STATE# 
b. COUNTY / 
A, 11 t-e MARYLAND th “A (7 ye alle 
b. CITY OR TOWN (If outside corporate limits, write |e, LENGTH OF STAY IN Ib 
RURAL and give nearest to i : - ‘ 
Pecetupds ns, 0 Leg 2 : 
jE OF HOSPITAL (If not in hospitol, give street oddress) 7: STREET ADORESS e % RESIDENCE 


d. 
OR INSTITUTION IN A FARM? 


=i 


director, 
filed with 


8 


Middle Lost 


“finten SEPA DA — AW- Gee] v6 | hm Jr of 


$5 6. COLOR OR RACE |7. maRRieD [) NEVER MARRIED [) [8 DATE OF BIRTH 9. AGE (In year) ee iF ine 24 


J a. pivorceo [} hh, ie / Wie fost bal Hy ae 
INI 


100. pibeed kes 5 pee (Give kind of work done] 10b. KIND OF BUSINESS OR Wee n. en. 6 (Stole or A country) / 12. CITIZEN OF WHAT COUNTRY? 


Sa spa o if cotired) Ne ; ty § Ab 


13. FATHERS NAME 14. MOTHER'S MAIDEN LA 


astra om Lpterd WouaKk 


18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. eas Sea NO. |17, INFORMANT 


Mercia er: baked) at we war or dates of service} 
Zp Hihpor y ~ 
18. CAUSE OF DEATH [Enter anly one cause per line for (0), (b). ond (c).] ( 


PART 1, DEATH WAS CAUSED BY: “4 
IMMEDIATE CAUSE (a! $ 


450.0 DUE TO 


coe on ean tiny o_Arterio Sclerosis 


gove rise to immediote 
couse {a}. stoting the ynder- ( CUETO 


lying couse lost, (¢. 
Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART a WAS AUTOPSY 
Lu 


ERFORMED? 
yes[] No 

200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il af item 18.) 

OR CONTRIBUTING [1] CAUSE OF DEATH 

{IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, 120 (City oF town) (County) (Store) 

ary aches While Not while foctary, street, office bldg., etc.) t 
p.m. 19 jot work (] of work [J : 


21. 1 certify that | attended the deceased fram.______ June------. 1935. ogee. 1959 __,that 1 last saw the deceased 


alive on_____ Mey-2 nS ag and t at deat! pocouye at 5:45 _aM, fram the causes and an the date stated abave. 
Loy 29) ADDRESS (Street, city or town, stote} DATE SIGNED 


go ae ~ oy) At 4 ez: Hampstead, Male 


ACTUAL 
SIGNATUR 4 : if MOD. coSaas texts Seneeen ee seeeeee 


PANSICMAN'S Cy Po rterfi, _— 


720. BURIAL, ee Tb. DATE THEREOF 2c. NAME OF CEMETERY OR Pee 7 ie (City. town, or county) ASipre) 
Epes ity] Gs 
U tee J Let, Latta lt Yl, 


Fe: u oan DIRECTOR'S SIGNATURE , AODRE: J ‘2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Vs ANS 4 } Cs] id Ou, 2 ; as care MAY 19 '5S9 Onttonr £ Maus 


Poges 1 and 2 shou 


th, 


INTERVAL BETWEEN 
pes AND QEATH 


Then please remove carbon papers. 


ea] 


MEDICAL CERTIFICATION 


icote has been signed by the ottending physician ond completely filled in by the f 


tal ar attending physician. 


pi 
, eremotion, or removal, ond in any event within 72 hours 


ier this cer 


| 
rd for use os the buriol-transit permit. 


@ 


moy be retained by the, 
poge 3 should be det 
the registror prior to buri 


TO FUNERAL DIRECTO! 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5449 CERTIFICATE OF DEATH ae bar no 09438 


. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 


° COUNN Carroll marviann || ° STE Maryland b. county Balto, City 
B. GIT, OR TOWN (If oulide corporate mis, write. LENGTH OF STAYIN 1b |] c. CITY OR TOWN [IF ovtide corporoe ims, write RURAL ond give nearest town) 
ond give nearest tawn 
Sykesville 2yrs6mos.10days Baltimore BVo/-u“ 


d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS, e. IS RESIDENCE 
ON A FARM? 


Springfield State Hospital 1153 Hamburg Street YE C1 NO 


|. NAME OF First Middle Lost Day Yeor 


Ripe er pin) Lottie Byron Bosley 6, 3959 
§. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AG ln yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Female White | wiorowe% — vvoreo gq | December 10, ae a) | Mente | iDors [Hows | din. 


10a, USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. 8IRTHP! (Stale or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife - Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


William Byron Florie Cline 


1s. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes. no, oF unknown) {IF yes. give war or dates of service) 
No ett: Awe = Springfield Hospital Records 
18. CAUSE OF DEATH [Enter anly ane couse per line for (a), (b), ond (.] INTERVAL BETWEEN 


ONSET AND DEATH 

PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o)__&A t di Years 

,« 


“ao. DUE To 


Conditions, if ony, which b 


gave rise to immediote | 


v 


death. Page 4 


Pages | and 2 should be filed with 


Then please remave carban papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs af 


couse {o}, stoting the under- ( DUE TO 
lying couse lost. ta 
Pant il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}| 19, bese Mele 


Epilepsy with mental deficiency. Bronchopneumonia, yes (] No Pj 


200. ACCIDENT WAS UNDERLYING 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING CL] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


nding physician. 


20c. TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
Hour 0. m. While Naronte: factary, street, affice bldg., etc.) | 
p.m. jot work [] of work 1 


21. | certify that | attended the deceased from. October 20, Ww.2t_, ook ioe es. 719. 09 that | last saw the deceased 
alive on_May 6, / 59 , and that death accurred at_8250Am, fram the causes and on the date stated abave. 


’ ' en ADDRESS (Street, city or town, stote] DATE SIGNED 
: ). LAA AA—® 


Raacian's Edmund Lusthaus, M.D. 


Nc. Ay OF, 0) OR pe |. {Stote) 
A 


fter this certificate has been signed by the attending physician and campletely filled in by the f 
MEDICAL CERTIFICATION, 


spital ar 


oS 


page 3 shauld be detached far use as the burial-transit permit. 


may be retained by 


TO FUNERAL DIRECT! 
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2ha, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
DATE 


MAY-8—'50 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 y 
9 _ CERTIFICATE OF DEATH 05434 


Reg. Dist. No. 


ee 

a 5 1, PLAGE OF DEATH eS oe lead RESIDENCE (Where deceased lived. If institution: Residence before admission) 
©. COU ». COUNTY 

= MARYLAN! 

32 arro "3 ont. 

3 


b. CITY OR TOWN [If ouniide corporate limits, write «. jeryiand OR TOWN (If outside corporote limits, write RURAL ond give neorest town) / 
RURAL ond give neorest town) y, 
sy ry nase / * 


s: 


> MANE OF HOSHTAL (If not in hospitol, give street ie a. eT ‘ADDRESS . 1 RESIDENCE 

beg a / 5S oo INSTITUTION, ON A FARM? 
pe Springfield State Hospital 4902 Brookville Road vs @ NOD] 
5 3. NAME OF First Middle lost 4, DATE Month Day Yeor 

= DECEASED OF 

$ (Type of print) i as 5 a DEATH May 3 18, 19 59 
is 

td 


5. SEX 6. COLOR OR RACE |7. MARRIED [J NEVER MARRIED OO | 8 Date oF eietH 9. AGE {in yeors [IFUNDER 1 YEAR[IF UNDER 24 HRS. 
. lost gt Months] Doys | Hours| Min, 
- Unite _|weown ig _ovorcso} | _ 1867 ql” 
Ge. USUAL OCCUPATION {Give kind of work done] 1b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country} ¥2-CITIZEN OF WHAT COUNTRY? 
} doring most of working life, even if retired) 
\ nlmoun New York 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


eames M binns Emma Birchall 


1S. WAS DECEASEDEVER IN U. S, ARMED FORCES? /16. SOCIAL SECURITY NO. |17, INFORMANT Address 
(Yet. no oF unknown), UY yes, give war or dates of service) 
no = c= Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only one couse pet line for (0), (b). ond (ch) INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: chopneunen 
¥) IMMEDIATE CAUSE (0! Broa bd da 


Then please remave carbon popers. 


DUE TO 
Conditions, if ony, which tb 
gove rise to immediote 

DUE TO 


couse {0}. stoting the under: 
lying couse lost. te) 


ra Paar il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}| 19. ReMi 
Shrbs52 asgoc. with dist. of met., growkh or nutrition with senile brain | vst Nox 
re) 2 O on B84 

= 200. ACCIDENT WAS. OND Ry G a 206, DESCRISE Now INJURY OCCURRED. (Enter ieee of injury in Port ‘OF Port Il of item 18.) 

$ [OR CONTRIBUTING CAUSE OF DEATH 

0 i EITHER, NOTIFY MEDICAL EXAMINER) 

& ]20c. TIME OF INJURY Month, Doy. Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1204 (City or town) (County) {Stote) 
3 Hour 0. m, While. Not while foctory, street, office bldg., etc.) 

= pm. 19 fot work [] of work [} H 


After this certificate has been signed by the attending physician and campletely filled in by the 


2s 


the registrar priar ta burial, cremation, ar removal, and in any event within 72 hours ofter deoth. 


ed far use as the burial-transit permit. 


21. $ certify that | attended the deceased from__ October 29, 19.54. toMay.1@ 1959 that | lost saw the deceased 

alive on__May_1@._____-____, Ww p59 and that death accurred at._ 10200m, fram the causes and an the date stated above. 
| Saas ADDRESS (Street, city or town, stote) DATE SIGNED 

Senatore_2-f ¢ no. .... Springfield State. Hoopitel_5/19/59. 

PHYSICIAN'S 

NAME (Type) amund Ta 


Zo. BLL. Siipeaitn 2b. DATE THEREOF ms Wow OF CEMETERY eat ae, CREMATORY 22d. LOCATION {City, town, or county) {Stote) 
REMOVAL (Specify : 
WSK20 re, See S Wheel k= 


23) FUNERAL DIRECTOR'S SIGNATURE, es Lie 2ha. REC'D BY REGISTRAR | 24b. REGISTRAR'S png 
VS A15 (4 j ae 59 
1eagrss) 4 £2 t See GoSbw C6 fA ie £6 >. [pare MAY 22'S 


may be retained by the hospitol ar attending physician. 


TO FUNERAL DIRECT, 
page 3 shauld be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours ofter death: Page 4 


| director, 


7 


» 


‘an and completely filled in by the f 
Pages 1 and 2 should be 


‘icate be executed within 24 haurs after death. Page 


hysi 
ase remave corbon papers. 


ing pl 


Then 


I, crematian, or removal, and in any event wil 
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iG PHYSICIAN 


‘ter this certifi 


IN’ 


@ 


TO FUNERAL DIRECTO! 
poge 3 should be detoched for use as the burial-transit permit. 


TO HOSPITAL OR ATT! 
may be retained by 
the registror priar ta buri 


zo 
2a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


54531 CERTIFICATE OF DEATH 


nog out nO 4 40) 


1. PLACE OF DEATH 


a. COUNTY 4 MARYLAND 


2 Node Heopesss {Where deceased lived, If institutian: Residence befare admissian) 
b, COUNT L, 


b. CITY OR TOWN (If autside corporate limits, write 
ind give nearest 


alt 
¢, LENGTH OF STAY IN Tb 


c. CITY OR TOWN [If outside corporate Jimits, write RURAL and give nearest tawn) 


in 72 hours iS. 
Hy 


ae or f } 
|. NAME OF HOSPITAL (if nat in beeen jive street ves 


yk Ie a 


e. i Noy 
‘A FARM? 


eo) No Sa 


(3: STREET ADDRESS 


. NAMEJOF First Middle 
DECEASED 


{Type'ar print) ) 


Demirel. 4. DATE Do; Yeor 
/ OF " 


ae 


Demtctde f 


S. SEX , 6. COLOR O8 RACE | 7. MARRIED {_] NEVER MARRIED 
Ld WIDOWED DIVORCED [] 


9. AGE (In 
last, ph y) 


B. DATE OF BIRTH 


ki oa life, even if >» Hea 


10a. AL ag (Give kind of & ms ye OF # OR L. We kab Lid { 


“open t. 


Ze 
State or Foreign gountry) 


ring 7" 3 
FATHER'S NAME 3 
7 5) 


be 
18. WAS DECEASEDEVER IN U. S. ARME! RCES? 116. SOCIAL SECURITY NO. 


(Vas, n0, oF unknown) 


14. MOTHER'S IDEN NAME 
‘ 


18. CAUSE OF DEATH [Enter anly ane cause per woe 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


[e170 0-029, Zi Hagel alg 


INTERVAL BETWEEN 
ONSET AND DEATH 


DUE TO 


Gor 


Canditions, if any, which . 
gove rise ta immediate 

cause (a), stating the under. 

lying cause last. 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)| 19. Wins AUTOPSY 


REFORMED? 


ves O xoo 


20a. ACCIDENT WAS UNDERLYING [1] 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter 'e af injury in Part | ar Part Il of item 1B.) 
Da Ze Ua amy 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 


Haur a, m, While Nat while 
p.m, 19 {at wark [7] at wark 


MEDICAL CERTIFICATION 


21. | certify that | attended the deceased fram._ 


alive an_sS7= AO. = Wie 


Stewature_ 77. Q aan 


PHYSICIAN'S 


NAME (Type) aa m= 3 


20e. PLACE OF INJURY (Home, form, | 20F. (City ar tawn) 


factary, street, office bldg., ei 


2 
(And that death accurred at 7. 42M, fr 


{Caunty) {State} 


= Se 19.3_Ahat | last saw the deceased 


the causes and an the date stated abave. 


ADDRESS (Street, city ar tayn, state) DATE SIGNED 


face. 2a SE 


‘22a. BURIAL, CREMATION, ea DATE THEREOF 


(OVAL (Specify! S- pine. Se oe 


22c. NAME OF CEMETERY OR CREMAPORY 


sity, tawn, or ZF (State) 


23, FU) DIRECTOR'S SI 2 =< - 


‘2db. REGISTRAR'S SIGNATURE 
Obata £2 


Then please remove carban pagers. 


te has been signed by the attending physician and cam) 
, erematian, or remavol, and in any event within 72 haurs after dea’ 


| ar attending physician. 


d far use as the burial-transit permit. 


fter this certifi 


t 


the registrar priar ta bu 


may be retained by the hospi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 
page 3 should be d 


TO FUNERAL DIRECT 


VS A15 (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5459 CERTIFICATE OF DEATH vee, no wl 44] 


ih eu RESIDENCE {Where deceased lived. If institution: Residence before odmisti 
b. COUNTY 4 


PLACE OF DEATH 


= ON LL arte. fb MARYLAND 


2 


5. 


Wo. be UAL Pie zr oe kind of work done} rene OF BUSINESS OR INDUSTRY y- BIRTHPLACE (Stote or fore! ied. 


b. us OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib 


Poe ps 4 0 
Ae, le AL yz 

ne E OF HOSPITAL we not in hospttel, give street oddress) 2 e. IS RESIDENCE 

PA/INSTITUTION ON A FARM? 


ves (] NOR 

NAME OF First Middle - 4. DATE ¥ 

NAME OF irs «Middle lost bar yn Month Day feor 

{Type or print) Lo = VOTE fl aH DEATH Vt 

SEX " COLOR OR RACE |7. MARRIED fe Never MARRIED [-] | 8. DATE OF a, 9. AGE in or 
wioowep [] Divorced [] ag =, 5 7 9 7 | 


duri ere 9 Grking life, even if retired} 


Ls 
LASS EA fwcxwenr— 
13. FAY, I NAME 14, “he A MAIDEN 
op aha, i 1a - 


15, was DECEASED ER IV. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT 
jan, 20, oF unknown} Gra wer or dates of service] . Vig s 
(YD Ll6-6 90199 Wer 


MEDICAL CERTIFICATION 


No. ey RIAL, CREMATION, | 22b. a THER} 7c. NAMI OF Reiner Ea QR CR RY 
Bee Seay ) A Pe, ii v7 4 
PP, cc "E bone 24a. REC'D BY REGISTRAR 
ES Bin Nese Adod Lif oud 38 
wa) CH Dar 


chifa } Kheelics Tats ene. 1 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond ().] 


PART 1. DEATH WAS CAUSED 8Y: 
: IMMEDIATE CAUSE (o) 


75 Gul DUE TO 


Conditions, if ony, which «»._GENERALIZED ARTERIOSCLEROSIS 

gove rite 10 immediote 

couse (0), stoting the under: ( DUE TO 

Ipiagleseselldats o_SENILITY 
Patt Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}[I9. WAS AUTOPSY 


RFORMED?. 
20c. ACCIDENT WAS _UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, {20F. {City or town) {County) {Stote) 
Hour om, While Not while factory, street, office bldg., etc.) 
p.m. 19 lot work (] of work (J H 


21, t certify that | ottended the deceased from.___Mareh 9____. 1959, to April 1 Pa , 1959. that 1 last saw the deceased 


alive on April 17> 12. and that death accurred at 10225]M, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Aiharty. Bond at. Kidensane Sala 9 


INTERVAL BETWEEN 
ONSET AND DEATH 


PHYSICIAN'S 


NAME (Type) ins a bassist 9745 MDs 9 ee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5453 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 05442 


¢ 


apinion . esulted from: Natural couse Accident {[], Suicide [], Homicide [J]. Undetermined manner [1] 


FOR STA Reg. Dist. No. 
HEALTH D S_ |1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
ars eae Carroll oevtnne: [|r P STATES a b. COUNTY 
8222 (i 
an ee B. CITY OR TOWN (tt outside corporate limits, write EURAL ¢. LENGTH OF STAY IN 1b <. CITY OR JOWN (If outside corporote limits, write RURAL ond give neoresi town) 
= & ‘ond give nearest town) 6 J Baltimore City on 
on es mi —~ VC a 
on) yrs = 
ie oe 4, NAME OF HOSPITAL OR INSTITUTION {If not in hospitel, give treet oddyqny. d. STREET ADDRESS e. 15 RESIDENCE 
8o58 5 ouys oo nog 
eRe. State _Hospitel 5500 5 Ave wes FJ_NO 
Seve / Ob at = aoe = 
FSS OG 3. NAME OF fit Middle Lot 4. DATE Month Doy Yeor 
Be gas DECEASED oe 
pigs Serasies ___ Josephine Dore May 23 is _19)Spae 
Sole td 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED Ge B. DATE OF BIRTH 9. eee ies IE UNDER 1YEAR| IF UNDER 24 HRS. 
=o bee ee Months Hours | Min 
AS E : 5 wipowep [} Divorced [] 9-9-1910 LG ye. sg ¥. 
6 Goes 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stole or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
aes = during most of working lite, even if retired) 
Se New York US5.As 
33 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
oz 
ae Janes_F,Dore Mary Ganey / 
252 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 117. INFORMANT Addrews 
ote ‘S TYoe, 0, af unknown) IMF yes. give war of dates of service) r 
z 25 lo | % None Springfield State Hosp. Records 
Ste - ao <= — 
5 2 = ES 18. yaa E ae n ee per line for (0), {b}, ond (c).} = TMTeRvaL BETES 
a ART I. : @ et ] 
sect . IMMEDIATE CAUSE (0) c. Patel 08 
oa B52 LAD¢ DUE TO 
50 Bs = tb = 
we 
eBBS (0), stoting the underlying( SUE TO 
eat) Bas) 
CS couse lost, {e). 
cy 5 6 = PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Wo}]19. WAS AUTOPSY 
Swo ° ! - - 
6-85 Oo ¢ LiS¢re f ves] No 
goss Eats Ey. 
m3 3° 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port tt of item 18.) 
vets PRIMARY () of CONTRIBUTING (2 
S22r-< § | CAUSE OF DEATH. 
z ‘ 53 
© 2 & é 2c. TIME OF INJURY Month, Doy. Yeor —[20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) Store) 
supe Hour, m. \ While g Not “ie foctory, street, office bldg. te} | 
Meod p.m. ‘at worl ot worl 
£52 : : : ; ; 
euea 21. t certify that | tack charge af the remains described obave, held an Autopsy (_], InspectionZJ, Inquiry in4 and in my 
< 
© 
D 
3 
oo 
- 
° 
& 
“ta 
S 
ao 
&) 
5 


a 

ou 

em pie ae Wares? map, CHIEF MEDICAL EXAMINER BATE ORM: 

-o é ” 0. 

° 4 ASSISTANT MEDICAL EXAMINER 

32 oh —* aay oie} AF 

De 1 With ES i ARS DEPUTY MEDICAL EXAMINER at 

Bz Ro. Ree eee eno: 22b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY Yd. LOCATION (City, town, or county} —=——(Slote). = 

ind Rl specify) . 

<0 urla 5/26/1959 New Cathedral Cem. Baltimore Maryland 
2 


2d. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


: (By ‘ADDRESS 
sworth Armaco ABD riverty Hghts. Ave. 


OATEMAY 2 6°59 AC aia OF A 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
i) ; CERTIFICATE OF DEATH 


05443 


“= Reg. Dist. No. 
3 = 1 PLACE OF DEATH 2, USUAL RESIDENCE {Where deceased lived. if institution: Residence before odmission) 
= + ie ms b. COUNTY 
32 Carroll ie bea Maryland Baltimore 
x) "e b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN Ib cc. CITY OR TOWN (lf autside corporote limits, write RURAL ond give nearest fawn) Vv 
my RURAL ond give nearest town OE 
B esville fRural) _|20 ye 6 me 23||de Baltimore 3 
— =. d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: IS RESIDENCE 
+ l bey OR INSTITUTION. ‘ON A FARM? 
: Springfield State Hospital Unknown yes Noo 
3. NAME OF First Middle Lost 4. DATE Month Doy Year 
DECEASED oO é 
SCA Sy) Josephine Schwartz Drummey DEATH M 101959 
5. SEX 6 COLOR OR RACE |7. MARRIED BK] NEVER MARRIED [] | & OATE OF BIRTH 9% AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
lost birthday) [Months] Days | Hours | Min. 
Female White  [wiow ovorceo(] | March 21, 1872 87. 
10a. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign country) 12, CITIZEN OF WHAT COUNTRY? 
during mest of working life, even if retired) 
Housework =e Unknown UeSeA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


George Schwartz Hanore 0'Shantessy 


15. WAS pe U.S. pepo tain "aid 16. SOCIAL SECURITY NO. | 17, INFORMANT Address 
Mae when fo dete a eres) 
No - Springfield State Hospital Record 


ofter deoth. 


Then please remave carban popers. Pages } and 2 sh 


The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


is certificate has been signed by the attending physician ond completely filled in by the 


PS 
3 
4g 18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b), and (c).} INTERVAL BETWEEN 
z PART I, DEATH WAS CAUSED BY: 
z IMMAESIATE CAUSE fo ade Minutes 
: bf ) DUE TO 
gE Conditions, if ony, which Myocardial infarction and rupture Minutes 
6 Gove rite ta immediote 
ge cause {o), stoting the under- ( OVE TO 3 
eeag lying coure lost. «__Arteriosclerotic cardiovascular disease Years 
AB 8 & é Pant Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. A a 
> = Pe rt 
a3g6 & Paranoid reaction, paranoid state yes J No O 
=. e o = | 200. ACCIDENT Ms ioe Oo ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part tar Part Il of item 18.) 
3s a & ] OR CONTRIBUTING C] CAUSE OF DEATH 
aEges & (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g ois oS Ss 20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, form, | 20f, (Cily or town) (County) {Stote} 
+5. es Fat Hour 0. m. While Ne! white foctory, street, office bldg., ete.) | 
= a ; B Fd pm. 9 lat work [_] of work ‘ 
g ass" 21. | certify that | attended the deceased from _JULY dy. ___. , 19.87. to._.May lo,___., 19.59. that | last saw the deceased 
e222 " 
ame: alive on__ May.10____., Es). dee and that death accurred at5200_ Pm, fram the causes and an the date stated above. 
e ba fe * ADDRESS (Street, city or fawn, stole) DATE SIGNED. 
g 2 
= ge? Sittin Rydon A fete wo, Springfield State Hospital _5/10/59 
£oaRpa 
22585 PHYSICIAN'S 
£ig38 Namettes)___Rita Se Glahn, M, D Sykesville, Maryland 
as gop 72a. BURIAL, GES ae F 5 72 IRME OF CEMETERY OR GREMATORY 72d. LOCAT ity, tow g/ or ebay ¥2 (tote) 
2 2 OVAL {Spegfy) x 
staat a BS Y | D har-laet feed tg UCLA EMM hide 
e F 23 FUNERAL DIRECTOR'S SIGNATURE DDRESS/ me a 2da. REC'D BY roses Dab. ee Sig TURE 
a 4 4 Peas 
Yeabess! SMLY Ly tet 4 o Ath th ZN £27\ vate MAY 1 


a 7 


— 


0495 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


(5444 


, cremation, ar removol, and in any event within 72 hours after 


21. | certify thot | ottended the deceosed from_7=2o~ 


~y of / Reg. Dist. No. 
2 3 = 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
2 £8 < c MarYLAND || 7 be COUNTY 
32 arroll 
= == oe, a ry 
£ 3 b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give neares! town) 
Fy RURAL ond give neorest town) y 
zz a \ 
7? ykes\ = 9_m G Ba nO » 1H, Ma, y _ ast 
2 2 - d, NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS: e. 1S RESIDENCE 
a | ‘OR INSTITUTION ON_A FARM? 
g a, Of 1825 N. =Lee 
0 | 5 
2 Be 6 3. NAME OF First Middle Last Month Day Yeor 
+ Br 4 
S28 eset) Martin John Engelhardt 5 1619 59 
= 8 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF 8iRTH 9. AGE (In yeors [IF UNDER 1 YEAR]IF UNDER 24 HRS, 
=: s 3 bicthdoy) [Months] Doys | Hours] Min 
3 Ss ale White widowed Gk Divorced [] 10=15=77 yes. 
s 3 & 10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g Se [ during most of working life, even if retired) 
S$ Be oreman (ret'd United Oi1 Ve. Maryland U.S.A. 
i z a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 68 
S 2e ‘eorge Encelhs Margaret Meyers 
She asst 
€ £6 1S, WAS DECEASEDEVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
= a E (Yes, no, of unknown) | UF yes, give wor or dates of service} 
uo or 
2 28 09. tel Records 
3 28 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (c).] INTERVAL BETWEEN 
Uo PART I. DEATH WAS CAUSED BY: ONE ayaa 
seer IMMEDIATE CAUSE (o]_ _Arteriosclerotic cardiovascular disease years 
3 E'S . DUE TO 
Ss 
. 2 Conditions, if ony, which (bo) 
Saieos ; 
£3 gove rise to immedioled 1. 0 
5 & couse (0}, stoting the under- 
Ps é 8 lying couse lost. (6) 
Z lying coetecles: 
Eg z Past Il OTHER SIGNIFICA! CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO T! RMI DISEASE ITI ivi RT 1(0)| 19. IT! 
Eg (0)]19. WAS AUTOPSY 
$8 O 2 sSe ASSOC .W & ogreprad antprigegders ce Baile brain GtBeRseWLeH PERFORMED? 
ag S|_ psych gction,fracture of nevk 0: e leit femur, yes [] NO 
ie = [200. ACCIDENT WASP@UNDERLYING 1) | 20b. DESC IBE,HOW INJUR: OCCURRED (Ent nature of injury In Port | or Por Il of Hem TB) 
8 & | OR CONTRIBUTING f4 CAUSE OF DEATH| NO tory of accid 
e8 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) ad, Bxam, release i body 
os & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote} 
Bhs a Hour 0. m. While Neti while: foctory, street, office bldg., etc.) | 
BSE = pm. 19 lot work [] of work t 
as 


i 19.2 Ahot | lost sow the deceosed 


ae a 
0 


Oly from the causes ond on the date stoted obove. 


page 3 should be detached far use as the burial-transit permit. 


TO HOSPITAL OR ATTENOING PHYSICIAN: The low re 


S olive on_5albm 
gol = - ADDRESS (Street, city or town, stote) DATE SIGNED 
gees SWAG Mune YL ZiP--~_, Springfield State Hospital 5ale—59 
cp a 
BoB s / PHYSICIAN'S 
e<ee NAME (Type! = D, a A a a. a 
BED No. BURIAL CREMATION, ‘2b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote} 
eS ot specify} 
26 £ LAL -20-59 Holy Redeemer Cemetery B ore 
- 4?3- Gabe bea SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Vs AIS ‘m. Coo ne., 1217 St.Paul Street 
IM 9/88 ss : ? : pate MAY 2 0 '59 OT Fons 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 # 
rae! 5456 CERTIFICATE OF DEATH Lanna? sini 


. Dist. No. 


tg BS Ze 
% g 1. PLACE OF DRATH/ YA o. 2 vauat de Gre deceased lived. If institution nce teed 
a. & gl g kes MARYLAND oy b. COUNTY 
= = rs Nain fe Eofporote lim¥mwrite | c. LENGTH OF STAY IN 1b rors fi Fimits, write RURAL ve give =. town} 
a - 
os PLA AAL 
S v8 d. NAME OF HOSPITAL not in hospitol, give stre@yaddress) e. 1S RESIDENCE 
3. =% x ‘OR INSTITUTION ON A FARM? 
rh Sea ves] No A | 
3 4 
2 £6 are fale 4, DATE jonth Doy Year 
AO DECEASED OF 
S 23 Uypgeee pin) Od DEATH 
£ =o = 5 : 
oe E ‘wi J COT SR RACE” yV ~ MARRIED [[] NEVER MARRI BR 2 
= 3 D 
eee “ wivoweDy pivorceo Cf | 7 XD) / o LC. 
a 
2 8. 10a, USUAL OF CYFATION (Give kind ¢f/work done] 10b. KIND OF BUSINESS OR INDUSTRY/1{ AiRTHAGEXState y; ed nig 
3 2 
3 8es during gs /OF working life, eve ot retced) "We 
2 a one 
3 Res. 
e Of; Vy, AIDEN 
Bye cinee Tf, 
» 389s 
8 ¢Ae x) 
= ae 15. WAS D Ase ED, aR “IN US. ARMED FORCES? pysocy SECURITY “| oO {FORMAN i, 
7 abc (Yes, no, 0 Bey {IE yes, give war or dates of vervice) 
3S ga i A, 
0 D 
= ES LY fiAk L261 
S EBs 18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b}, ond (c}. 
2 $32 
faz PART |. DEATH WAS CAUSED BY: 
Eee fs ; "IMMEDIATE CAUSE (0) Cixncte~e it < he pr to = 
5 =F é ' DUE TO A ] ” 
> — - i y 
= 82> Conditions, if ony, which wy Oe Tat 1 hee fool fla 2 
So oe 3 6 gove rise to immediote Beas = ————— 
= Sipe ‘ == 
at] eaere couse (0), stoting the under- 
Gee-v lyi lost. 
Fes ~ ying couse los! © 
£5 oe Mring ause ICs 
3385 ° a Paxr ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
2s0F5 = 
efZoa 3 yes (} NOE) 
2 2 2 
eS 5 Fi % | 200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port I! of m 18.) 
Seas = 
esto: & | OR CONTRIBUTING CO] CAUSE OF DEATH 
aeges [IF EITHER, NOTIFY MEDICAL EXAMINER) 
ge5ss & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY ‘Home. a (City oF town} (County) (Stote) 
~stes ral Hour 0. m. i i clory, street, affice bldg., etc. 
zoghe g Spee 19 ae wei Clete et ' 
of.55 
2S ae 21. | certify that | attended the deceased fram.__ , 6, to Gone L__., 19.57 that | last saw the deceased 
ra 35 4° 
Fy $5 alive an LT ce8 and that death accurred at_// _M, flam the causes and an the date stated abave. 
e o a { | ADDRESS (Street, city or town, state) DATE SIGNED 
eo 2 } E 
<€26 oe ACTUAL a ap y ene : F 
apess SIGNATURE Ae Hey / ete 
Oecarpa | , 
22s35 PHYSICIAN'S I F 5 
Ze 4 2é NAME (Type) vv / fa} 
BEEOD eREQF 
fe} © 
= pees Vier C Ls 
oF ° Le ALL 
= ie )25 Busersi Li ese ENA 


< 


v 
au 9/58 eZ ‘ 


1 7 MARYLAND ) STATE DEPARTMENT C OF HEALTH—BALTIMORE, 18 
54 AY] CERTIFICATE OF DEATH 


05446 


Reg. Dist. No. 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmission) 
@. COUNTY, ( Rae yeaieo o. STATE * b. county £7 - 

UL?) e f EL ati. CCF, 2 

b. CITY OR TOWN (If cuhie corporate limits, write ©. CIT OR TOW IF outside corporgte limits, write RURAL ond give neoystf town} or 
RAL and give nearest town) * te a. V 
Ste Ait Andale K- 

d. STREET ADDRESS e. por 3 

% Lis 0 b Ltda ET vs 0] NOB 


3. NAME OF F, 4, DATE Year 


YE 
DECEASED P OF 
(Type or print) x. LES MICHEL ERAN DEATH iy 23 9 SSF 
5. SEX 6. COLOR,OR RACE |7. MARRIED] NEVER MARRIED [J] | 8. DATE rg BIRTH 9. AGE {In yeor R] IF UNDER 24 HR. 
ye, lost birthday Min, 
Leal. \iidee \monnte wenn 2H 9 bE ere 
kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY ot. ate PLACE (Stote_or foreign courfiry) 12. CITIZEN OF WHAT COUNTRY? 
ven if yale 7 Z; 
Cigeabiderel) Ug | OS. 
a RE: Ma. sho MAIDEN MAME 
KAA LY YEA LOCA? Cs LAL 


hysician ond completely filled in by the fj 


Then please remove corbon papers. Poges } ond 2 sho! 


a 

QD fa 

= ft ~ fe 

g Lao age BETWEEN. 
= PART 1. DEATH WAS CAUSED BY: CREE ANG DEAT 

2 IMMEDIATE CAUSE (0! A -s 

€ Lhe DUE TO pL 

> 

Lf Conditions, if ony, which ( 

Ze gove rise to immediate 

63 cove (0), stoting the under. ( DUE TO 

a lying couse tast. () 

an 

B65 a Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}|19- WAS AUTOPSY 
oF = 

36 % ves] no 
pie: = | 200. ACCIDENT WAS UNDERLYING [J [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Lor Port Il of item 18.) 

£-. & JOR CONTRIBUTING LJ CAUSE OF DEATH 

ee © | (IF EITHER, NOTIFY MEDICAL EXAMINER} 

. he o 

$ © |2%0c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120F. (City oF town) (County) (Stole) 
$ 5 Hear. ote Nate ntie swe street, office bldg., etc.) 

= = pm. rk [at work CJ H =— 

3 


id for use as 
“the registror prior to buriat, cremotian, or removal, ond in any event within 72 hours after death. 


le 


that | attended the deceased from.. ba ITs Sop (2-3, 19S Z.thar | last saw the deceased 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours after death. Page 4 


moy be retoined by the hospital or attending physicion. 


6 ee on, fram the causes and an the date stated abave. 
aj DATE SIGNED 
ae ACTUAL 
ws / SIGNATUR ST. 
az 
a2 PHYSICIAN'S 
$s ee ee ee ee re Ss ae ee ee ee eee ee ee ee oa 
3° Ne. lee CREMATION, 2b. DATE THEREOF 7 IAME OF CEMETERY OR CREMATOR 72d. LOCATION (City, town, or county) (Stote) 
3% Seal 3 Ye) 2 . WY, 
-ofFoe Ary (Leg haa 4 hfe. LAI TAAL? Liesl ago C4) + LLG 
e 3 pe: ae ORs SIGNATUR . REGISTRAR | 2db. REBISTRAR'S SIGNATURE 
Ys AIS (4 4 
ears! Leh KI 2 LMA LR (VLA, Y, Lf DATE siny 2 6 '59 Onttun 8 Fawr 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5458 CERTIFICATE OF DEATH 


i 
a= 


05447 


lying couse lost. {c} 


Il, OTHER SIGNIFICANT CONDITIONS. RIBUTING TO DEATH Ssis. RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)/19. WAS AUTOPSY 
ome S1LS 6 PERFORMED? 


Par gonian syn Yes] Noo 


200, ACCIDENT WAS UNDERLYING () 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


}20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
Hour o. m. 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} {County) (Stote) 
foctory, street, office bldg., elc.) ! 


While Not while 
lot work [7] of work 


MEDICAL CERTIFICATION 


<p Reg. Dist. No. 
& z : zx ve rene pEATH oF eee els {Where deceased lived. If institution: Residence before admission} 
2 9. o. b. COUNTY 
ie MY Carroll MARYLAND Maryland Prince George's 
Ey b. CITY OR TOWN (IF outside corporote limits, write] c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neares! town) 
i f } RURAL ond give neorest town} es ad 
ie Sykesville semos. 23days: Groom Station 16.% 2 
< = Zz es Ny Obs BO saT aL {If not in hospitol, give street oddress) d. STREET ADDRESS e. BR 
5 £5 5 ; 
aa r 
2° Bo aw, 1d State Hospital - ves C]_NO B® 
ze 
2 = 6 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
x B- f 
SoeG type or ri! Edward Horace Garner, Jre | oan May 27, 1959 
= 8 S. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED FE} B. DATE OF BIRTH 9: ea ieee IF une 1 YEAR) IF UNDER 24 HRS. 
3 3 Y) [Months] Doys | Hours | Mi 
5 2 Male White wiooweo[} —soovorceo] | January 31,1909 80 ys. 
2 eg. 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
8 RSS during mos! of working life, even if retired) Ma a U s A 
gS ocd N = ‘Lan 
eas) one ry. eehe 
3 7 Bs 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 o8 
8 gs J Edward H, Garner Ethel Duley 
8 a 
= 28 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
5 o E (Yes, no, oF unknown) {IF yes, give wor or dates of service] H + ai 
S. (oie No | i - Springfield Hospital Recor 
. Jn prang: Pp: 
8 ES 18. CAUSE OF DEATH [Enier only one cause per line For (0), (6), ond (c).] INTERVAL BETWEEN, 
ame oS iey PART |. DEATH WAS CAUSED BY: Bebe e BE 
ue 9) % . MEDIATE CaUst o)__Bronchapneumonia Days 
5 fF 3 V 4 DUE TO 
> 
Seas Conditions, if ony, which bo 
s BZEs gove rise 10 immediote 
3 BRS couse {0}, stoting the under. ( CUE TO 
© 
S 
3 
a 
8 
2 
2 
ro 
ig 
5 
$ 
= 
& 


spital or attending physician. 


ta. May 27, i eer , 12_,that | last saw the deceased 


= 1959. 155A 54, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


sein Z, coleds Ll Casctfas yy spital 5/27/59 
NAME (type Agustin delCampo, MW. 
Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 


5/29/59 St. Thomas Cemete Croom 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: aE BEY REBTRAR 


Ritchie Bros. Upper Marlboro, Mde OME 


_, and that death accurred at 


the registrar prior to burial, cremotion, ar remaval, o} 


'O HOSPITAL OR ATTENDING PHYSICIAN: The law re: 

may be retained 2S. i i ici 
fl . e 

poge 3 shauld be detached for use as the burial-tran: 


TO FUNERAL DIRECT! 


Ry 


URE 


xf 


SE 
=> 
aS 
8a 


jer death. 


i 
3 
3 
2 
s 
ne 
= 
os} 
ES 
= 
$ 
s 
3 
= 
2 
5 
£ 
2 
z 
5 
3 
E 
& 
— 
& 
o 
er 
& 
5 
& 
§ 
5 
2 
5 
oO 
2 
€ 
8 
a 
5 
‘oD 
: 
© 
= 


re 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5459- CERTIFICATE OF DEATH 


05448 


Reg. Dist. No. 


1. PLACE OF DEATH 


0. COUNTY Carroll 


MARYLAND 


® Rec ae eoteed {Where deceosed lived. If institution: Residence before admission) 
°. 


>. couNTYBaltimore 03 


b. CITY OR TOWN (If outside corporote limits, write 


RURAL ondiea rectent ican} 
Sykesville 


e 38" OF STAY IN 1b 


c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


Baltimore } 5353 


d. NAME OF HOSPITAL (If not in hospital, give street address) 
OR INSTITUTION 


Springfield State Hospital, 


d. STREET ADDRESS 


2745 Dunglen Court 


: e. IS RESIDENCE 
ON _A FARM? 
yes [] No (f 


3. NAME OF 
DECEASED 
(Type or print) 


First Middle 


Raymond Charles 


4. DATE 
OF 
DEATH 


Last 


Gately 


Month 
- 


vi 


6. COLOR OR RACE | 7. MARRIEGME] NEVER MARRIED [[] 


White wipowed [] Divorceo [] 


9. AGE (In yeors 


Dey Year 
2h = 1959 
B. DATE e's 62 birthdoy) 


IF UNDER 1 YEAR) IF UNDER 24 HRS. 
7a25 @1896 7) [Months] Doys | Hours | Min. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


“Shee of working life, even if retired) 
Steel worker - 
13. FATHER’S NAME 


William Gately 


11, BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
Marylan : 


14, MOTHER’S MAIDEN NAME 


Lena Freda 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


“Yes-Cp1.6/1918 to 6/191 - 


INFORMANT 


Spr: 


Address 


Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, {b), ond (¢)-] 
PART 1, DEATH WAS CAUSED BY: 


Bile peritonitis 


INTERVAL BETWEEN 
SET AND DEATH 


3 Bays 


_ IMMEDIATE CAUSE {o) 
58 “xX 


DUE TO 
Conditions, if ony, which 


3 Ruptured gall bladder 


Days 


gove rise to immediote 
couse (0), stoting the under- 
lying couse lost. 


DUE TO. 
___Gall stones: 


Years 


lepréss 


200. ACCIDENT WAS UNDERLYING 1) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


one Carcinoma 


oki Li Re dewraee Tone a CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 
Psychotic on in 1955. 


19. WAS AUTOPSY 
PERFORMED? 


e rectum operated ves PF Noo 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 1B.) 


20c. TIME OF INJURY Month, 
Hour 


Doy, Yeor | 20d. INJURY OCCURRED 


While Not while 
lot work [[] ot work 


om. 


MEDICAL CERTIFICATION 


200. PLACE OF INJURY (Home, form, | 20f. (City or town) 
foctory, street, office bldg., etc.) | 


(County} (Stote} 


tefinr heb Cray 


Agustin delCampo, M.D, 


PHYSICIAN'S. 
NAME (Type) 


7o. BURIAL, CREMATION, | 22b. DATE THEREOF 


Burial” | May 29, 1959 


‘2c. NAME OF CEMETERY 


72d. LOCATION (City, town, or county) 


‘OR CREMATORY (Stote) 


Baltimore N. B 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


Ullrich Funeral Home Dundalk, Md. 


2db. REGISTRAR'S SIGNATURE 


Cthun £ Miah 


24a. REC'D BY REGISTRAR 


pateMAY 2 8 '59 


TO HOSPITAL OR ATTENDING PHYSICIAN: The flaw requires that the death certificate be executed within 24 haurs after death: Page 4 


i 


directar, 
MP filed with 


Fy 


Pages | and 2 shoul. 


Then please remove carbon popers. 


fer this certificate has been signed by the attending physician and campletely filled in by the f 


for use as the burial-transit permit. 
|, crematian, ar remaval, ond in ony event within 72 haurs after death. 


may be retained by . ar attending physician. 


TO FUNERAL DIRECTO) 
page 3 should be det 
the registrar priar ta 


VS ANS (4) 


1 


5M 10/57 


\ 


fag 


/ 


, MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
py CERTIFICATE OF DEATH Qo44y 


Reg. Dist. No. 
L eae be, H 2. ie ioe RESIDENCE (Where deceased lived. If institution: Residency py admission} 
s. Cou °. b. COUNT ‘ 
MARYLAND - f ‘ 
Wide Care Ce A/F OED 
}_b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest town} 


URAL ond give peorest taws) 


ip J Lida mae Mifeueda. Mary le r€ 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) e. tS RESIDENCE 
OR INSTITUTION A ci 


0 bel) NUS. Les Lio €, Baird Le va_cd. eo 
3% Bes ; 4 % Lost 4. DATE Month Day Yeor 
{Type or print) YMA) R. A tL CA 


F 
DEATH A Of, 19 G 
5. SEX 6. COLOR OR RAGE [7. married [] NEVER MARRIED [] |. DATE OF BIRTH 9. AGE (In geors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


fo hdoy) Hi Min, 
font wivoweo ff.  ovorceo) | Aug -15,1673 Oe Lael oe aeael 
Wa. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY 42. CITIZEN OF WHAT COUNTRY? 
during most of working life, géen if retired) 
fs ae 
Z Ley) (AWE 


11. BIRTHPLACE (State or foreign country) 


Baltimore Cit 


Ske 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Edward Kelly Sophia V. Eaton 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. Vee Con Address 


ae INF yes, give wor o- dotes of service) 215-32-060 Me Zeon © Henry ~ 5 VIPA 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter anly ane couse per Jide Yor (of Ab), ond (c).] INTERV 
PART 1, DEATH WAS CAUSED BY: : SFLANOABEATH 
IMMEDIATE CAUSE (0) 

Bs) DUE T 
‘ - a s Qhew 
Conditions, if any, which (by Letebn, 


gove rise to immediate 


couse (o}, stating the under. (| OVE TO 
lying couse last. te) 
B Past Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia) | 19. hse? Lg 
_ Fr CRE a "ERFORMED' 
i= —_ 
Hs ves [] no 
3 20a, ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part tor Port Il of item 18.) J 
= OR CONTRIBUTING [) CAUSE OF DEATH ——_—_—" 
© [{IF EITHER, NOTIFY MEDICAL EXAMINER) ————$— 
a So gyorg 
& [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED —[20e. PLACE OF INJURY [Home, farm, 1 20f. (City or town) {County} {State} 
ss He. Gree = While Not while factory, sreet, office bldg., ete.) + 
g ‘ 1 lot we GI wark {J ‘ 
21. | certify that ( attended the deceosed from AICI LV, WE to May AS, 192% that | lost saw the deceased 
eee ( 


alive an____AL4 


a and that degth accurred at 2/45) , from the causes and an the date stated abave. 
p LEK y), ADORESS (Stree!, city ar town, stote) ATE SIGNED 
2 —~ 
$othe a CA 0, A vba fat wot ier. LAE 
, . 

PHYSICL 

Name hs acca a 4S As % ppb PSL EAD WM tAd hel wel. 

2a. BURIAL, CREMATION, 2b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or caunty} {Stote) 
Bitar” | Mey 27/59] Druid Ridge Pikesville Md. 

23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2dg, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


J.F.Bline & Sons Reisterstown,Md. pate 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5461 CERTIFICATE OF DEATH 


omni 


05490 


First, Mid Ya 


Pern ZDPNA MAL GIST _\ tm D2 a 5G 


5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9 AGE [ln eon [jf UNDER | YEAR|IF UNDER 24 
3 2 ~ 1 - Ir IhSoy] Days ae 
Lztidtle | liteile wom wad | die 22 /§7A GL n\m| or [For 


cl (Give ‘OF work done] 10b. KIND OF BUSINESS OR INDUSTRY/11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
ing most of ae life, even ify Ee) 


Pages | and 2 shou 


* death. 
\ 


fi ot L22Z2 = 2 ie 
13. FATHES’S NAME ae 4, MOTHER'S MAIDEN NAME 
A Lk W Ze eee LLLL BLLAL | Le, JE. LEAL? 


1, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO, VA Adres 17 
Tes, no, or SO} (It yes, give wor or dates of fi = 
A SPLAT, Arya, -l CLE lta, 


18. CAUSE OF DEATH | [18 CAUSE OF DEATH [Enter only one couse per line for (0), (oyond (<).], only one couse per line for (0). (blgond (c). ae INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


x DUE TO 


bea 


Then please remave carban popers. 


Conditions, if ony, which © 
gove rise to immediote 
cetse (0), stofing the under. ( DUE TO 


aS couse lost. (c). 
. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. prey elie 
CONTRIBUTING ¥O DEATH | 
‘ ape Lan, ves] No 


200. ACCIDENT WAS_UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port lor Port I of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20H, (City or town) (County) (Stote) 
Hour o. m. While Not waite foctory, street, office bldg., etc.) | 
p.m, jot work [7] of work H 


21. 1 certify thot | attended the deceased from.___JK- L194, t0. ic 1937 that | last saw the deceased 
1a M, ¥fom the couses and on the date stoted above. 


r 
ADDRESS oe 1 ‘of town, Ghote. Ly SIGNED 


ter this certificate has been signed by the attending physician and campletely filled in by the f 
MEDICAL CERTIFICATION 


ho: 
& 


spital ar attending physician. 
fed far use as the burial-transit permit. 


the registrar prior ta burial, cremation, ar remaval, and in any event within 72 haurs 


olive ee fee 12) ond thot deoth occurred ot Ge / 


ACTUAL : wo. FAWD rr $4 Ubhnn te - 
hela 


ae \ aah SS 7 ae ny 


‘2b. DATE THEREOF Re. NAME QF CEMETERY OR oe aE LOCATION ras town, or county) _. (Stole) 
L- LLB. Cad base LMA 


may be retained by 


TO FUNERAL DIRECT! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 heurs after death. Page 4 
page 3 should be di 


2. rg RAL isa EI I 2a. da fey Aas Jab, REGISTRARS SIGNATURE 
Yea'y7ss J: z AMA. AZ |one MAY 11°59 Cntlbun £ Haws 


Re Reg. Dist. No. 
5 = M 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Retidence before od 
2 = & , ° bZ STA 
= Aj MARYLAND 
32 BBE: es Klatt 22 
Sire b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corperote limits, write RURAL ond give necrest town) 
Se RURAL ond give neorest town) 2D 2, ry sie 
Z| 7 
WW GIP AHL AA Md Fives Ws OL PALL L eA 
d. NAME OF HOSPITAL (if not in hospitol, give street oddrets) d. STREET ADDRESS @. tS RESIDENCE 
4 OR INSTITUTION jas ; i" ON A FARM? 
f if PLiliZ-2.. Ly ~ 2 WHA a CZ 7 7 ves T] No fj— 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth cerlificote be executed within 24 hours offer death: Page 4 


Vee 


be filed with 


ral director, 


er. 


Pages 1 ond 25 


in 72 hours offer death. 


Then please remove carbon papers. 


ote hos been signed by the attending physicion ond completely filled in by the 


, cremotion, or removal, ond in ony event wi 


fter this certi 
med for use os the burial-transit permit. 


eo: 


poge 3 should be 


moy be retained by the hospitol or oltending physicion. 
the registror prior to bu: 


TO FUNERAL DIRE 


VS AIS (4) 
15M 9/55 


\ 


E4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5462 CERTIFICATE OF DEATH 05451 


Reg. Dist. No. 
Mi Meee atk 2 eg alata (Where deceased lived. If institution: Residence before odmission} 
°. °. 5 
Carroll MARYLAND Maryland Sout = SOarrela' 
b. Sapa LORY (lt oa i. Slag limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond. give neoreit town) 
ond give nearest town! 
Sykesville lyr.9mos.15days ~ Westminster 
d. ORNs (ek Mote (IF not in hospitol, give street oddress} d. STREET ADDRESS: e pb te 
Springtictd State Hospital (RS ves (] NO} 
3 Ais First Middle Lost 4. ati Month Day Yeor =) 
{type oF print) Nellie Josephine Pentz Gookin brat = May ays ie 
5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH Biegler IF UNDER 24 HRS, 
vrthde} ine 
Female White |wwowesxX] pvorceot] | May 30, 1882 76 eo | ee bers pai 
100. USUAL OCCUPATION (Give kind of work done| 10b..KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
gens most of working life, even if retired) 
| None - Pennsylvania U.S.A. 
| 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Christopher C, Pentz Susan A. Ziegler 
3 WAS DECEASED etl) U, S. ARMED senna 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fas, no of unknown} {Vf yes, give wor or dates of service) 
No = Voviz Springfield Hospital Records: 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] 
i PART |. OFATH MEDIATE cause o__arterdosclerotic heart disease 
} VS 
- DUE TO 


Conditions, if ony, which by 

gove rite to immediote u 

couse (0), stoting the under. ( DUE TO 
lying couse fost, te) 


| 
INTERVAL BETWEEN 
ONSET AND DEATH 


ears 


é Pe Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Toy] 19. aie gy 
| C-BsS.sassoc.with convulsive disorder without qualifying phrase. YS) NOR 
= 200. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Hl of item 18.) 

& [OR CONTRIBUTING C) CAUSE OF DEATH 

© (IF EITHER, NOTIFY MEDICAL EXAMINER} 

a Saft 

vs 20. TIME OF INJURY Month, Doy, Yeor | 70d. INJURY OCCURRED. ‘20e. PLACE OF INJURY iHome, form, | 20f. {City of town} {County} (Stote) 
8 Hour o. m. While Not while foctory, street, office bldg., etc.) ! 

= jot work [_] ot work [[} 1 


21. | certify that } attended the deceased fram_August 25 _, 1957, to May 17s. oe 6 19.59 that | last saw the deceased 
2PM, fram the causes and an the date stated abave. 


- ? ADDRESS (Street, city or town, stole} DATE SIGNED 
site ol wee af Léger Springfield state Hospitel 5/16/50 
PHYSICIAN'S Edmund Lusthaus, M.D. Sykesville, Maryland 


NAME (Type) 


To. BURIAL, CREMATION) ‘Wb. DATE THEREOF Re. eae FERY OR CREMATORY 
EMOVAL [Specify] //| i 4 J / fZ L ee 
LAPIAINN Zot, Y| ALMA AMA 
J LAP 


IGN yf, ‘ADDRESS y) 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATUR 
VE ttn ADA W (Mh Lif f var: MAY 19'59 than §. Fosse 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


= 


‘al directar, 
led with 


ie 


s 


Then please remave carban papers. Pages 1 and 2 sha 


ter this certificate has been signed by the attending physician and completely filled in by the 


d for use as the burial-transit permit. 


. 


the registrar priar to burial, cremation, ar remaval, and in any event within 72 haurs after death. 


may be retained by the hospital ar attending physician. 


TO FUNERAL DIRECT! 
page 3 shouid be di 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05459 
5463 CERTIFICATE OF DEATH ‘aaa . 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


1, PLACE OF DEATH 
o, COUNTY 


Carroll marvano |] ° SA Maryland — > county Cerroll 
b. CITY OR TOWN (If outside corporote limits, writs | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest town) 
eese Life Reese 

dé Recruit Gie. {If nat in haspitol, give street address) ,d. STREET ADDRESS e 5 Ry ree, 

Caples Convalesent Home ‘rR. 4 Westminster yes L] No Pf 

3. NAME OF First Middle lost 4. DATE Month Day Year 

{Type oF print Elsie Stephenson Green i Beata May 16 19 59 


5, SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. OATE OF BIRTH 9 Ace (momen IF UNDER 1 YEAR| IF UNDER 24 HRS. 
thday ; 
Female | White |wooweg ovoreo |Apral 21, 1876 | 83°". [eee tees eal ee 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 1}. BIRTHPLACE (State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


“Hotise Wire’ |r Own Home Carroll County, Md. USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joshua Stephenson Emily Sabina Haas 


|), WAS DECEASEDEVER IN Us. ARNED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
no “so "+ - - - = | Stuept Green R. 4 Westminster, Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c)-] INTERVAL BETWEEN, 


' 
ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: e 
,; y IMMEDIATE CAUSE ip Carre = Varela, thie Ane Ke = a 
of DUE TO ms 


a , 


Conditions, if any, =) oe 


gove rite 10 immediate 
cote (a), stating the ynder. ( OVE TO 
lying couse lost. 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. Was AUTOPSY 
hn ves] Nog] 
200, ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Part Il of item 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
'20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Hour 0. m. oe White Near autele: factory, street, office bldg., etc.) ! 
p.m, Ww Jat work [[] of work [) — 4 - 


21.1 certify that | attended the deceased from& 4 9F4., i er ae 19-5 Z.that | last sow the deceased 


alive 4 Sa gs ws 7, and that deathkbecurred at_//_44.M, From the causes and on the date stated above. 
iy ADDRESS (Street, city or town, stote) DATE SIGNED 
‘ 7 


4 
Q 
5 
e 
3 
G 
z 
MS 
6 
2 
= 


SUA ave Or... NA FACSF 
Reiriys C. L. Ballingddea, M.D. 1S. Center St. Westminster, Md. 


Zo. TOV ‘7b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (Stote) 
aga 
ris 5#19%1959 St. John's Catholic | Westminster, Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 2da. REC'D GIST! 8 Jab. REGISTRAR'S SIGNAJUI . 
‘| John R. Byers Westminster, Maryland |our BAPE Ss Cheer Kat 


x 14 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Z d 


: 0945 
FOR STAT 5464 MEDICAL EXAMINER'S CERTIFICATE OF DEATH esate nes 45 3 


HEALTH DEPT. [race or oe 


2. USUAL RESIDENCE (Where deceased lived. It institution: Residence before sequin 


mmediote couse 
lating the undertying( PVE a 


couse Jost. {eo} 3 2 


AT! 
COUNTY 
i mw) CARB oLL. marvano || SY ARMGUD "8" CARROLL 
a ” b. a OR VENA as corporate limits, write RURAL cc. LENGTH OF STAY IN tb c. CITY OR TOWN [ff outside corporate limits, write RURAL ond give neorest town) 
fs & pri giva cuore! lew 
i. BEEV IOWA Junures | MANCHESTER —KbRAL- 
25 = d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d, STREET ADDRESS e. - IS RESIDENCE 
sege, MERS STATION FCAD 
Be5og 3. NAME OF Fint Middle 4. DATE Month 
22s 
8 ’s . ey (Type or print) 4 SS. ES GEE 4 Woo] y DEATH YA 
Bio eee 5. SEX 6. COLOR OR RACE |7. MARRIEO [EheteRVER MARRIED []/ 8. DATE OF BIRTH 9. oo EAR 
te Pee All wioowen] —oworceo ) | AAP i. /2- [G28 _ / 7. ioe ‘ 
6 . 4 = tae USUAL occureeny Give lah done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 112. CITIZEN OF WHAT COUNTRY? 
ae . uring most of working life, even if retire 
SE25( | \ Puacame oPegaron |ERCAVAT NG. VL GMD AHS fF 
3 g 35 13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 
oz D & 
BEE HoRACE GREEN Noop Louisk HAINES ___ 
ess 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. ]17. INFORMANT Addrew PUREE 
ez (Yeu ne, oF wnkrown) (it yes, give wor or doles of service} a\ 4 
y. as LW WZ HY, ORACE GREEN WOLD NEW WINS: uy LD 
= es B. CAUSE OF DEATH [Enter only one coure per line for {0}, ®. ere 5 
fa 
22 - Pr OST MEDI ATE CARE (0) hoped LAsede a 2 a 
= v “f x DUE To 
35 Conditions, it any, which 
: 2 
£ 
P 
ns] 
$ 
om 


€ 
Y 
3 
3 
‘So 

4 
= 
~ 
n 
£ 
= 
3 
2 
= 
fy 
: 
2 
o 
2 
oy 

5 
o 
4 
a 
2 
° 
45 
& 
os 
ry 
S 
is 
& 
rv] 
<€ 
= 
< 
x 
a 
2 
< 
(2 
i] 
& 
= 
> 
is 
=) 
a 
a 
a 
°o 
= 


. 
é bo, tte heyy 
‘2c. TIME OF INJURY Month, Doy, Yeor 20d. | INJURY OCCURRED 20. PLACE OF INJURY (Home, yi 


(Goats) ane (Stote} 
tory, street, office bldg, 


BE SR S30 WAM ton AY baie ee 


21. certify thot | took chorge of the remoins described, obove, held on Autopsy [_], Inspection pa Inquiry [ond in my 


g PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED FO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa){T9. pe AUTOPSY 
S yes(0 ONO, 
& [200. EXte L CAUSE WAS: 20%. DESCRIBE HOW INJURY OCCURRED. {Enter nature of kowy in Part or Part Of of item 18.) 

S Praky ‘or CONTRIBUTING Q 

§ | Cause OP DEATH 

2 

3 

6 

8 

= 


ing the word 
the Chief Medical Exominer’s 


age 3 should be wsed os © burial-transit permit. 


or ils designated ogent, priar to buriol, cremotion, or removol, and in ony event 


. a 
Opinion de resulted from: Noturol causes [_], Accident BY, Suicide [[], Homicide [_], Undetermined monner 
" P' 
ry 

= ce Pick aeer Oi ae | Jit , 4 Mu.p, CHIEF MEDICAL EXAMINER [] alan! 
3O= 0. 
os = / ASSISTANT MEDICAL EXAMINER [_] SA 0 LG 

< 4 EXAMINA'S / | 
228 NAME TType) Ary ES A RS tH DEPUTY MEDICAL EXAMINERS ‘Spas nc 
Be € Zo. BURIAL, RL 2b, DATE THEREOF ve NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City. town, of county) {Stote) 
one OVAL (Specify 
<9 BUR Le GREEN Wood EW Dsicke De 

ze 


‘2ab. REGISTRAR'S SIGIYATUSE 
OsSann 


23. FUNERAL DIR; :CTOR' s. 4 [ATUR' ADDRESS a. REC'D BY maar) 
W Ly) adgaas yutlrary one SN? 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05 4 5 4 
546% CERTIFICATE OF DEATH 


Reg. Dist. No. 
2. USUAL Sate {Where deceased lived. {f institution: Residence before admission) 


wh 2 aoe IPA Tie 


c. CITY OR TOWN (If outside c corporote limits, write RURAL ond give nearest town) 


6 Berna £ 


oe 

2F 1. PLACE OF DEATH 

fy F | Pikes ZEDO MARYLAND 
A 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib 
RURAL ond give wetyest town) 


NOM BiZ1D Gl AZSYVEALS 


fu; 


td 


‘d. NAME GF HOSPITAL {iF not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
ye QR INSTITUTION ON A FARM? 
EN Aen Ser ENE bum sz ST] NOB 
3. NAME OF First Middl 4. DATE Y 
DECEASED ie ieee F Month Bey cor 
(Type or print) J A RAN IV N DEATH ae a 19 
6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED . DATE OF "L FACE (In ror IE UNDER Y YEAR] IF UNDER 24 HRS, 


wipoweo [J Divorced [1] AL he LEZ G72. fost Months] Days 


100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. Le ob eT, or foreign country) 


during most of working life, even if retired) 
7N US N JAAIEY LAND 


13. FATHER'S NAME 44, MOTHER'S MAIDEN NAME 


EAl HANN DEBORAH STEN 


* WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT , 


base, n) UF yes, give war or dates of service) 
INTERVAL BETWEEN 


ALO NON (Ss 
ONSET AND DEATH 


12. CITIZEN OF WHAT COUNTRY? 


i's.. 


th. 


yond 


jificate has been signed by the attending physician and campletely filled in by the fi 


1p, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c). ts AR 


PART I. DEATH WAS CAUSED BY: U 
IMMEDIATE CAUSE (eo). 


BART DUE POU rea. 
ns, if ony, which A) Va ar ee 
gove tise to immediote 
couse (0), stoting the under. ( OUE TO 
lying couse lost. to 


that the death certificate be executed within 24 hours after death: Page 4 


ites 


t-tronsit permit. Then please remave carbon popers. Pages 1 and 2 shoul 


3 
26 

z 3 Paar I. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH | TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. een 
CEES i 

2a335 yes] not] 
- oD 


200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY fHome, form, | 20F. (City or town) (County) {Stote) 
igure. She: While NSO while foctory, street, office bldg., se 
pom. Ww fot work [] of work [7] 


21. | certify mpatalial vended th the deceosee from_»S=— =, IL, ao ee Z. =. WA Fthot | last sow the deceased 


1s cert 


MEDICAL CERTIFICATION 


for use os the buri 
the registrar prior ta burial, cremation, or removal, and in any event within 72 hours aft, 


F thi 


may be retained by the hospital ar attendin 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


olive an___. ee [ee AS, $20 and that death accurred ot _____..__.M, from the causes and on the date stated abave, 
OF 3 ADDRESS {Stree!, BH) of town, stote} fut “9 
oS t 
62 i] — 
FA PHYSICIAN'S 
<2 NAME (Type)! Pi esdm Ae Gli 0S i AY 0. AE ah DELI fi 
2 2 ‘7c, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. es or county) {Stote} 
265 D8 Mi Sy ie J 
ee RUC /z 2/57 | M BwOEIM. |\(Ayon beipege Alp 
- rk a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS AIS (4) Cnithun of Traine 
15M 10/57 x AZ 4 ZAvate MAY 1 2 '59 7 


tj director, 
B filed with 


Pages 1 and 2 shoul: 


SS 


rs after death. 


“ 
» 
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5 

o 

z 
rf 
S 

a) 

2 

x) 
c 
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6 
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™ 
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= 
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z 
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cH 


ires 


ician. 


The low requ 


ificate has been signed by the attending physician and campletely filled in by the fy 


, or remaval, and in any event within 


for use os the burial-transit permit. Then please remave corbon papers. 


fer this cert 


may be retained by the taspital or attending phys 
ror priar ta burial, cremati 


poge 3 shauld be dei! 


the regist 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTO) 


VS AIS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05455 
5468 CERTIFICATE OF DEATH AS3-bat 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. institution: eH before admission) 
aes marnann || °77 A b. cough 7 


c, LENGTH OF STAY IN Ib {If outside: “— te limits, write RURAL ond give nearest town) 


i 
3 NAME OF 1") «First Middle ie 
(Type or print) LZ L d / = Sad Alf 


5. SEX 6. COLOR OR RACE |7. MARRIED RL] NEVER MARRIED [] | 8. DATE lf aa 9. AGE (In years iP. 
) / loxy birthdoy) (7 : 
“YA " widoweo pivorceot] | C2 Y-/§ Fo Lg : in 


100 SUAy we tla d (Give kind of work done| 10b. eo OF BUSINESS OR INDUSTRY | JA. "Vth ‘or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


My 22) tht. 
d. NAME OF HOSPITAL mar in horpitol, give Street LL d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION / ON A no f f 


en if retired) 


13. FATHER'S NAME ~s 14. MOTHER'S MAIDEN NAME 


Se ie, ‘f ‘ then (Bee 


18/WAS DECEASED EVERAN U. S." ARMED FORCES? 116. SOCIAL SECURITY NO. 


Yes. no. oF unknown) wy, give wor ot dates of service) 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b). ond {c).] 
y ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: ; : iM a 
; IMMEDIATE CAUSE (0), : i re A iy 

“kd, DUE TO ‘ ] 

Conditions, if ony, which b) (4 

gove rise to immediote : 

couse (0), stoting the under. ( DUE TO 


Jost. al 


OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE Ocean GIVEN IN PART 1{o}| 19. fe Rae 
i a oie 
t Viren Hayy a be, 1B (Wat ree tl, OE YEE] No fF] 


20a. ACCIDENT WAS UNDERLYING []_/// 20b. DESCRIBE HOW ingpey OCCURRED. [Enter noture of injury in Port lor Port Il of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(UF EITHER, NOTIFY MEDICAL EXAMINER) 


a 
20c. TIME OF INJURY Month, Day, Yeor [ 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1 20f, (City oF town) (County) (Stote) 
Hour o. m. While. Notiatile foctory, street, office bldg., etc.) | 
p.m. 19 fot work [] of work (] H 


21.1 ces that | ieee the ae from,___ <7? : WZ. to Ala j thot | last sow the deceosed 


ie : 
olive on and thot deoth occurred of __/. / __ $M, from the couses ond on the dote stoted obove. 
) ADDRESS (Street, city or town, stote} f _ DATE SIGNED 


Ls 


MEDICAL CERTIFICATION 


PHYSICIAN'S 
NAME (Type) 


‘To. BURIAL, CREMATION, ML DATE THEREOF ME OF CEMETERY “63 CREMATORY 72d. LOCATION [City, town, or county) (Store) 
We tye: (Specif, » 1 C2 > 
7 A a ti 
a ay ‘AL DIRECTOR’ e u ADDRESS 2ha. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
le we ce Date MAY 7 ‘59 Cratos & Kinsn 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5467 CERTIFICATE OF DEATH 5456 


om? 


gt Reg. Dist. No. 
s = 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, If inition: Rexidence befare odmision 
g b. COUNT) 
52 Carroll MARYLAND "Maryland UN arroll 
3 B. CITY OR TOWN (If outiide corporate limits, write |e, LENGTH OF STAY IN 1b || <. CITY OR TOWN [If culiide corporate limits, write RURAL ond give neareit fawn) 
a “ cond give nearest tawn) 
v Sykesville Woodbine 
2 d. NAME OF HOSPITAL (If nat in hospital, give street address) 7 oa ADDRESS: e, 1S RESIDENCE 
= 4p. OR INSTITUTION ON _A FARM? 
S Pullen Nursing Home ves C] NOT 
g 
3. NAME OF 5 I 4. DAI 4 
4 DECEASEO ; ae Gee wy tost DATE = Doy Year 
Fi liperiedpent) ROBERT N. HAUGH DEATH N 1085 1959 
3 6. COLOR OR RACE |7. MaRRIEDIE] NEVER MARRIED [-] |8. DATE OF BIRTH PAGE Tn ear RACH iNOS 
st irthdoy) D ; 
wivoweo []_ _—bivorceo 8-27-1872 6 os. as er || a 


100. USUAL OCCUPATION (Give kind of wark done) 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


laborer general Maryland U.S. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John Haugh Mary ? 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 


(fe1, 10, oF unknown) {iF yes, give wor or dates of service} 


no ----- Mr. Edwin Haugh, Sykesville, Md. 


18. CAUSE OF DEATH [Enter only one cause pesline far (a), (b), and (c}.} INTERVAL BETWEEN 
l ben 


PART I. DEATH WAS CAUSED BY: eee A eee 
IMMEDIATE CAUSE (a 


DUE TO 
Conditions, if ony, which (b} 


gove rise to immediate 
coute (0), stoting the under. ( OVE TO 


lying cause lost. (q 


ay 


Then please remove carbon papers. 


the buriol-transit permit. 


jer this certificote has been signed by the attending physician ond completely filled in by the ff 


z Paar ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION LIVEN IN PART Vel]9. was Autossy 
-E 
$ yes] NOC] 
= | 200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 16.) 
& | OR CONTRIBUTING LC] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
~ 
3 & [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City oF town) (County) {Statey 
g a Hour a. pv. While Not Sie foctory, street, office bldg., sell 
EY : pom. lot work [7] at wark 
s ’, = 
re 21.1 certify that I.gttended the deceased fram....___(_ 149, ae tof £.. --. 192, that | last saw the deceased 
alive an__L9. JMety _____, 12-J,., and that death accurred ot b:2eP M, fram(the causes and an the date stated abave. 


4] ADDRESS (Street, city ar town, stole) DATE SIGNED 
actuat k 
rin Be aBE ae (iyi ae a aS ae Ad Be Sf 


Ro, FENGVAL pet CEeTON: ‘Wb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, of county} (State) 
~22-1 Morgan Chapel Carroll CO., Md. 


23. caer IGNATURE 2da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


C. M. Waltz, aa Ma oalBAY 2 2 '59 Oban 


the registror prior to burial, cremotion, or remaval, ond in any event within 72 hours ofter death. 


may be retained by the hospital ér attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires tha! the death certificate be executed within 24 haurs after death: Page 4 
page 3 should be d 


TO FUNERAL DIRECT 


bars 


4 
ga 


o 


hel 


Pages | and 2s! 


Then please remave carbon papers. 


|, Crematian, ar remaval, and in any event within 72 hours after death. 


fter this certificate has been signed by the attending physician and campletely filled in by the, 
use as the burial-transit permit. 


ed for 


by the haspital ar attending physician. 
the registrar prior ta burial, 


is 


may be retained 


TO FUNERAL DIREC 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs after death: Page 4 
poge 3 shauld be 


YS AIS (4) 
15M 9/SS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
D468 —_ CERTIFICATE OF DEATH 


Reg. Dist. No. 


05457 


18 SHCOURTY is 11 2. ahd (Where deceased lived. If institution: Residence before odmission) 
ue arro. Cs oy b. COUNTY 
Ae Maryland 
b. nee Cr fhe) (lf ed Siagghel? limits, weite | c. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote fimits, write RURAL ond give nearest town) v 
‘ond give nearest town), = 
(Haral’) “Sykesville Llyr.5mo 2 64 Baltimore 3VoOl-u 
d. Gp inscrulion {tf not in hospital, give street address} d. STREET ADORESS: pepe | 
se . 
> Sprvngticld State Hospital Unknown ves] not] 
—————— ¥ 
3 pei Gs First Middle Lost 4. aa Month Do; Yeor 
: 
Preeetipicn Charles Carl Heinecke ea May iy”. ee 
5. SEX 6. COLOR OR RACE |7. MARRIED [A} NEVER MARRIED ["] | 8 OATE OF BIRTH % pe IF UNDER 1 YEAR[IF UNDER 24 HRS.” 
: task Bi y) Month Min. 
Male White wipowen E] pivorceo ( 9=21:—83 Boll eel cl ate tana 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) ‘ 
m abore nknown Maryland U.S.A 
eta 
derick Heinecke Anvra Feldsman 
Le WAS ee an U. $. ARMED. cman 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ehh, av erFeCNOSIY or Er Serva ‘ . . 
a [Wore sive! 49) O3 oh ah Records Springfield State Hospital 


Linker cwy 
18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).] 
PART |. DEATH WAS CAUSED BY: 


2 , IMMEDIATE CAUSE (o|__Ganprene of right foot 


4 a4 DUE TO 


Conditions, if ony, which __Arteriosclerotic aneurysms o 


gove rise to immediote 


INTERVAL BETWEEN. 
ONSET ANO DEATH 


ne month 


couse {o), stoting the ynder- ( OVE TO 

iying cours ont. __ Generalized arteriosclerosis Years 
3 Ch Parr Il, oe SIGNIFICANT ores CONTRIBUTING TO DEATH wr NOT ep THE TERMINAL OISEASE conn ney VEN IN PART 1(0)[19. WAS AUTOPSY 
=|Chronic, brain syndrome associated With alconol intoxication wi 
3|psyenotie reactions. ves Ef noo 
= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I of item 1B.) 
& [OR CONTRIBUTING [1] CAUSE OF DEATH 
& [CE EITHER, NOTIFY MEDICAL EXAMINER) Po 
a 20, TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY fHome, farm, ; 20f. (City or town) (County) (Stote) 
ray Hour 0. m. While Nat while factory, street, office bldg., etc.) ¢ 
Fd jot work (J of work [1] c 

21. | certify that ! attended the deceased fram.__duly 31. 19.85, to Ma pale , 19. 59.that | lost saw the deceased 

alive on_. ts ae and that death occurred at._9230__M, fram the causes and an the date stated abave. 

r ADDRESS (Street, city or town, stote) DATE SIGNID 


mo. Springfield State Hospital 517-59 


Nant thyeel_Walter Anopp, MD. _Sykesville, Maryland 


is aly ESA ly 2 an 
Ft 


rs. INER, 1,0) TOR’S SIGI IR ADORESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
¢ es as __, o DATMAY 2 0 '59 Onhun £ 
eee (Pig a pe 


#1, 


led with = © 


y Page 4 ~ 


| directar, 
Pages 1 ond 2 shauld be fi 


led in by the fl 


corbon popers. 


is certificate has been signed by the attending physician and campletely 
Then please regs 


spital or attending physician. 


ea 


ter I 
page 3 shauld be detached for use as the burial-transit permit. 


may be retained by 
TO FUNERAL DIRECT: 
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3 
6 
5 
° 
2 
= 
a 
HS 
= 
= 
a] 
4 
5 
8 
x 
o 
o 
a 
2 
5 
2 
Fy 
$ 
ra 
oo 
o 
7. 
© 
= 
3 
= 
* 
2 
iz. 
g 
z 
oe 
2 
aS 
= 
¢ 
=< 
yg 
Pa 
> 
z 
a 
° 
3 
r=} 
2 
G 
ta 
= 
< 
J 
° 
= 
=z 
= 
a 
BS 
° 
= 
° 
5 


after death. 


the registrar prior ta burial, cremation, or remaval, and in ony event within 7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
item PLiimG24+2 5ei2-5Y et rt 
5469 CERTIFICATE OF DEATH neg. vist. wo, UO408 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admissian) 


a. COUNTY Bieber marviano || ° STATE Maryland gl Baltimone 


b. CITY OR TOWN (If outside carporote limits, write Ir LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 


RURAL ondgive neargst tawn] “ 


lanchestenr Towson 0.3 j 


d. NAME OF HOSPITAL (If nat in haspitol, give street oddress} d. STREET ADDRESS e. 1S RESIDENCE 


OR INSTITUTION "Private home" 1835 Ed Be Road a ae 
Lost 


. NAME OF First Middle 
DECEASED Mi fey 
t) 
(Type or print) * 


Mrs. erganet Hieber om 2nd 9 
SEX 6. COLOR OR RACE |7. fAaRRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years 
» 1880 


4. mig Month Day Yeor 


female wh r te WIDOWED fahe Divorced [J Oct. 70 ‘5 uae 
TOW, 


USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


during hee iy if retired) B / 5 ane, M, / J USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


eorge Aug santh Li zabeth Loos 


15. WAS DECEASEDEVER IN U. ‘MED FORCES? |16. SOCIAL SECURITY NO. INFO! Address 


ware" eae Mr Hieber - 1833 Edgewood Rd, 


18. CAUSE OF DEATH [Enter anly one cause per line far {a}, (b), and (¢).] INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (a) C2(29) NO WYeIr{ Assis SDP Es) 
4-20. ¢e DUE TO 


7 10 c * 5 C4 

Canditians, if ony, which » NO? WC voSc LET Lae “ 

gove rise ta immediate { SY “WSUA. | 4 Feet 

couse (a), stating the under: ( PUE TO 

lying couse last. ‘o 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 


PERFORMED? 
Yes} NO 


200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Part Il af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn} (Caunty) (State) 
Hour 0. m. While Not while foctary, street, affice bldg., etc.) | 
p.m. 1 lat wark [] of wark 


21. | certify that | attended the deceased fram._ 
alive on FINI 2D, 12 SF. 
DATE SIGNED 


SOA i. dS. _ SAYS. 
eS s7s yey ®. 
Ta. wey > a 5/6/59 “Mon OF land Wem | ey 


MEDICAL CERTIFICATION 


2B. ‘Led DIRECTOR'S SIGNATURE ADDRESS: da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


eonard Y¥, Ruck 5305 Hargord Road paMAY 5 '59 Critnn & Kinssh 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 z 
5479 CERTIFICATE OF DEATH , 05459 


eel 


-ge . Reg. Dist. No. 
z = As = in PLACE OF [ DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmission) 
°. i 
s2( Mi Carroll MARYLAND Mary land SSO Galkreld 
ry b. SCRE nx care ora nie ate & LENGTH OF STAYIN Ib fy c. CITY RRTOWN aus corporate limils, write RURAL oe give riearest town) 

ee Rural, Nr. Westminster 40 Yrse Rural, Westminster - (Union Mills) 
a ad. ORRere oe (If not in hospital, give street address) d. STREET ADDRESS: e. Ie eee 
- ? . A FAI 
atta? "Westminster, Md, R. D. 2 Westminster, Md, R. D. 2 oO NOR 
2 

3. NAME OF ji ie i J 
= DECEASED fs Middle ye oh oe Month Doy Year 
3 (Type or print) Leslie A. Irvin DEATH May 26 19 59 
eo 5. SEX 6. COLOR OR RACE |7. MaRRiED [A] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HAS. 
= 2 lost birthdoy) [Months] Days | Hours] Min. 
4 Male White wiwoweo [] _btvorceo[] 13/23/1883 76 yn 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stale or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even if retired) . ‘ 
. Cook Private Home Washington Co., Md. U.S.A. 
8 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ae f Samuel Irvin Alice Marie Switcher 
3 ie WAS beatae U.S. ill 2c leeele 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ical conte Nie arora at ores 3 

& No. x 912-324-1748 |Mrs. Mabel Irvin, Westminster, Md. R.D.2 
g 
8 18. CAUSE OF DEATH [Enter only one cause per line for (o), (b), and (c).] INTERVAL BETWEEN. 
a PART |, DEATH WAS. CAUSED BY: paella! 
§ F IMMEDIATE CAUSE (o} 
= Uc. DUE TO 


fter this certificote has been signed by the attending physician and completely filled in by the fi 
|, cremation, ar removal, and in any event within 72 hours after death. 


oe , and that death occurred at L0:15Py, from the causes and on the date stated above. 
ADORESS (Street, city of . pigte) DATE SIGNED 

no Lu Keng 58. [etterlown MA SI1S9 
mane J. 1 PoTTEA MD /wiking st LiTTesTowN, Pe. 


Pe Conditions, if any, which & 
— gove rise to immediate 
& cause (0), stoling the under- ( PVE TO 
gs tying couse lost. ta 
BSs 3 Pat. OTHER SIGNIBJEANT CONDITIONS CONTRIBUTING TO DEATH BUA NOT EELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
ceed ye "4 : 4 
is 3 3 ” ve Va yes] No (9 
2a3 = | 20a. ACCIDENT WAS UNDERLYING C]__120b. DESGR)BE HOW INJURY GCRURRED. (Enter noture of injury in Port | or Port Il of item 18) 
gfe & | OR CONTRIBUTING L] CAUSE OF DEATH iS pe ad = J 
e822 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sts & |20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, |20F. (City or town) (County) (Stote) 
Sees ray Hour a. n. While Not while foctory, street, office bldg., etc.) ! 
es = p.m. 19 fot work [J ot work [7] ' 
=. Ss = = a7 
Bk. 21. t certify that | attended the deceased fom LQ 1S _., WSS tod =a=- 1922_L.,that | last saw the deceased 
:@ olive on_so | 
2 
eet 
3 
£ 
iy 
i 
P 
% 
Go 
€ 


the reglstror prior to burial, 


page 3 should be di 


Ro, BURIAL, CERARON ‘2Zb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
Bor? 5/29/59 St. Marys Cemete ilver Run, Carroll Co., Md. 


pera pad aR bal, “8 ‘ADDRESS 2h. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
A. A ? i 
Wass) AtAAWS LI (Tite littlestown, Pae |owe JUN1 ‘59 Coitlain FB Fe chin 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs ofter deoth: Page 4 


TO FUNERAL DIRECT! 


ot 


ge 4 
director, 
filed with 


® 


Pages 1 and 2 shauv 


th. 


Then please remave carbon papers. 


1 or attending physician. 
er this certificate has been signed by the attending physician and campletely filled in by the f 


id for use os the burial-tronsit permit. 


‘* 


page 3 should be de! 
the registrar prior ta burial, cremation, or remaval, and in any event within 72 hours afte; 


may be retained by 
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TO FUNERAL DIRECT 


VS A15 (4) 
45M 10/57 


pr 
~ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5474 CERTIFICATE OF DEATH neg, sw, no 14.60) 


1. PLACE OF sates 2 big peer’ (Where deceased lived. If institution: Residence before admission} 
o. COUNTY b. COUNTY 


Carroll Coun * Maryland Calvert 
b. CITY OR TOWN (If outside corporote limits, write LENGTH OF STAY IN tb c, CITY OR TOWN {if ide corporoty limits, write RURAL ond give nearest town} 
RURAL ond give neorest_town) a 
Sykesville 43 years Sn AAR 4 X-2 


d. NAME OF HOSPITAL {If no? in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
‘OR INSTITUTION, . ON A FARM? 


pringfield State Hospital 


|. NAME OF First Middle 
DECEASED 


Lipeteriprrel Annie R. 
5. SEX 6. COLOR OR RACE [7 MARRIED] NEVER MARRIED Jf] | B. PATE OF BIRTH 9. AGE (In yoors [IFUNDER 1 YEAR] IF UNDER 24 HRS. 


Female White wipowen [] DIVORCED [] lune, 2 3./ 3. [877 EY peal peertes 


10a. USUAL OCCUPATION a kind of work done! 10b. KIND OF BUSINESS OR INDUSFRY Cy. BIRTHPLACE (Stole or ZL country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


None Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Richard Jones Mary G. Rawlings 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. i INFORMANT 


fre, — UF yes, gre wor oF dates of service) oom Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0}. (b}. ond (c)-] INTERVAL BETWEEN, 
_ PART DEATE MEDIATE caus fo) Bronchiea® Pneumonia 
Lf DUE TO 
Condifion, (wehy. chien __Avrteriosclerotic heart disease 
gove rite to immediote 


“ DUE TO 
igen nate, Generalized arteriosclerosis 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop} 19. Pes Weg ial 
Schizophrenic reaction, paranoid type ves] No 


200. ACCIDENT WAS UNDERLYING [] (20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port tl of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Bay, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY THome, farm, | ‘20F. (City or town) (County) {Stole} 
Hour o.m, While Not 3 while foctory, street, office bldg., ete. i 1 
p.m. WF jot work [J ot work [] 


21. | certify that i ottended the deceased fram. ie ee to. 
alive on__May 9 


stn Ref lok Springf 


PHYSICIAN’S 


NAME (Type) Rita S,- Glahn, M, De, Sykesville, _ 


L, CREMATION, | 22b. DATE THEREOF 2c. NAME-OF ETERY OR-CREMATO! . ity, y {Stote) 
VAL (Specify), fio Gg GF a ied 
-_ 4 


MAS iA gi-t 


23. FUNERAL DIRECTOR'S SIGN: RE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


phutich. a , Ll Onthun & Tinne 


MEDICAL CERTIFICATION, 


a 


sal directar, 


be filed with 


o 


filled in by the 
Pages 1 and 2 shi 


Then please remave carbon papers. 
rs after death. 


certificate has been signed by the attending physician ond completely 


¢ as the burial-transit permit. 


ed for us 


fter 


©: 


may be retained by the haspital ar attending physician. 
poge 3 shauld be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 
the registrar priar ta burial, crematian, ar remaval, ond in any event within 72 


TO FUNERAL DIRE! 


YS ANS (4) 
1SM 9/SS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05 4 6 
D472 CERTIFICATE OF DEATH O40] 


Reg. Dist, No. 
un Arras tie 2. Sane een ae (Where deceased nS pi Residence befare admission) 
Carroll pia get aka 
b. CITY OR TOWN (if autside carporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest lown) 
RURAL ond give neorest town) 
Sykesville (Rural) F $ 3m, 1d. |X Westminster 


da page eel (If not in haspitol, give street address) /s STREET ADDRESS Pa a 
Springfield State Hospital RFD. #2 ve NOR] 
= 


3. oatee First Middle lost 4. lati Month Doy Yeor 
(Type or print) Carrie Virginia Koontz Death May 8 1959 

5. SEX 4. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED fR] | 8. DATE OF BIRTH %. AGE lier IE UNDER 1 YEAR] IF_UNDER 24 HRs. 
Female White wiooweoC] —_vvorceoQ) | December 6, 1876 | “83°”? a 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


Laborer -- Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Henry Koontz Mary -- Prock 
Uae! ae Dh eA ORES 16. SOCIAL SECURITY NO. . INFORMANT Address 
No -- -- Springfield State Hospital Record 
18, CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), ond (o).] MOT ae eee 
PART OFATH Meoiae cause jo, Pleural pneumonia "Hours 
of f DUE TO 
Conditions, it ony, which w__Arteriosclerotic cardiovascular disease Years 
ceuis eae es ess) 
lying couse fost. . 


Chr oyites BRA TN” Gy Ueto SSeUu Eves Wath UIHERTS POR YASS OBER: WER MT)" Fetronhte 
cerebral arter: tec erosis Ww: psychotic reaction, ves C) No (f 
20a. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part It of item 18.) 


OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) (tote) 
eee IK. cece. factary, street, office bldg., ete.) | 
: 19 Jat wark (J at work H 


z 
Q 
= 
< 
o 
= 
= 
= 
i 
ie) 
x 
ie, 
a 
fy 
= 


21. | certify that | attended the deceased fram November 18 , 1958 , 1929._,thot | lost sow the deceased 

live Gne Agee a at 2s ey a ee . and that death accurred a . fram the causes and an the date stated abave. 
eA V ADORESS (Street, city ar tawn, state) OATE SIGNED 
; 4 

$thne Mord Port L, * A wo, ..... Oak Street 5/8/59 

Nawe(treel__Konstantine Weber, M. D. cca oVkesville, Meryland 


726. BURIAL, CREMATION, | 22. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY id. LOCATION (City, tawn, or county) (State) 
i 7 
Buraai” | 5/11/59 St. Marys Cemetery Silver Run, Carroll Co., Nd. 
29. FUNERAL DIRECTOR'S SIGNATURE », ADDRESS AE 7h Ls 4b, REGISTRAR'S SIGNATURE 
ALLL] Le d¢tA oate MAY 14 '59 Onthug 0 $e 


Richard A, Little, Littlestown, Pa. 


Sed 


filed with 


‘co! directar, 


x death, 


Then please remove carbon papers. Pages | and 2 sh 


! or attending physician. 
ter this certificate has been signed by the attending physician and completely filled in by the 


, cremation, ar removal, and in any event within 72 hoy 


for use as the burial-transit permit. 


7 


may be retained by the haspi 
page 3 should be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death: Page 4 
the registrar prior to bu: 


TO FUNERAL DIRE: 


YS AIS (4) 
15M 975: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5473" “ckttini¢are OF DEATH 5462 


Reg. Dist. No. 
1, PLAGE Of DEATH 2, USUAL RESIDENCE (Where deceoted fived. If institutions Residence before admission) 
°. d °. b. COUNTY 
Carroll brash Maryland Cit: 
b. eee eae (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) } 
URAL ond give neores! town) Ie 47 Eg : 
esville Se 1 mo, AOU HAL fyi. Baltimore 16 
d. ets i Se (If not in hospitol, give street oddress) d. STREET ADDRESS 746 We Lafayette e. iG MSICENEE 
pringfield State Hospital BEA LEMOS /ce is ves C] No 
ferie, = Ps, 
3. NAME OF First Middle Lott 4. DATE Month Doy Yeor 
topeorpsal) Mary Winifred Herbert Lawrence DEATH May 28, 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [} | 8. DATE OF BIRTH % mee IF UNDER | YEAR|IF UNDER 24 HRS 
S lost bithdoy) [Months] De Min. 
Female White |wiowen 3 pivorctofy | June 22, 1884 74 ikl Pa gal aoe a 
100. USUAL OCCUPATION {Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) - 
Nong a Unknown 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Herbert Winifred Clark 
1S. WAS DECEASEDEVER IN U. 5. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yer, 20, of unknown) (1 yes, @ve wor or dates of service] 
No - - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {c).} INTERVAL BETWEEN 


ONSET AND DEATH 


_ TAT! OFATH Moola cause (o)__Arteriosclerotic heart disease Years 
Li : DUE TO 
Conditions, it ony, which (o) 


gove rite to immediote 
toting the under. (OVE TO 


lying couse lost. te 


?, il, OTHER SIGNI IT IDITIONS CONTRIBUTING TO DEATH NOT RELATED TO. TERMINAL DISEASE CONDIPIQN GIYEN IN PART I(o) 

6B, assog.wi th Sisk, of metab. prov. or nutrition, with senive brain 
sease psychotic reaction, 

200. ACCIDENT WAS UNDERLYING (]) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Doy, Yeor 120d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
Hour o. m. While. Not white foctory, street, office bldg., etc.) | 
p.m. 19 Jot work [] of work [ i 


2.t oe | attended the deceased from April 30, __, 1920, to May 285. , 192.9_.,thot | lost saw the deceased 


a O04, from the causes and on the date stated above. 
ADDRESS (Sireel, city or town, stote} DATE SIGNED 


19. WAS AUTOPSY 
PERFORMED? 


ves] No & 


Zz 
Q 
5 
= 
= 
e 
yu 
z 
ce} 
6 
2 
= 


alive on_. 


ACTUAL 
SIGNATURI 


Rant itves Yves H, Boennec, M,De yk _Mar 


No. ney: Conan 7b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City. town, of county) (Stote) 
REMOVAL (Specify! 
B g 6-1-1959 New Cathedral Baltimore Md. 


23. FURVERAL DIRECTOR'S SIGNATURE? 4 ADDRESS MarPhy 2da. REC'D BY REGISTRAR =| 24b. REGISTRAR’S SIGNATURE 
i - ie f py) Be 
: GZ Bre * pa JUN 1 = '59 Cnthun £ asa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05463 
5474 CERTIFICATE OF DEATH fone tae 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmissian) 
o STATE Maryland ® COUNTY Frederick 
c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) Vv 
Frederick 
d. STREET ADDRESS. e. PR 9 


105 W. 2nd St. ves] No PY 


Middle lost : Doy Yeor 
{Type ar print) Sarah Sabilla Snyder Littlefield Be 5, 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Female White  |wiowe%) ovorceo | November 29,1867 a ‘OL. Ts a ts 
10a, USUAL OCCUPATION (Give kind of wark dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
as oe 


during mast af warking life, even if retired} 7 
wed New Jersey 


}. PLACE OF DEATH 
a. COUNTY 


ed with 
=: 


MARYLAND: 


Carroll 


b. CITY OR TOWN (If outside carporate limits, write [c, LENGTH OF STAY IN Ib 
wk AL ond 5 ive neorest town) 


Sykesv lyr. lmos. 2ldays 


d. ace ea {If nat in hospital, give street address) 
o/5| Springtield State Hospital 


3. NAME OF First 
DECEASED 


6. 


Pages 1 and 2 shauld be 


leath. 


Housewife 


13, FATHER'S NAME 
Thomas: E. Snyder 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yas, at? unknown) | {lf yes, give wor or dates of service) 


= Yak 


INFORMANT 


Springfield Hospital Records 


14, MOTHER'S MAIDEN NAME 
Cornelia Vanderveer 
Address 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and {c).] 


INTERVAL BETWEEN 
ONSET AND DEATH 


iy yea pimeoiate cause fo|_ AY? Arteriosclerotic cardiovascular disease 
: DUE TO 


Canditians, if any, which (b) 
gave rise to immediate 

couse (a}, stating the under- PUES. 
lying cause last. te) 


BY 1. OTHER SIGNIFI A Cerebrs ITRIBUTINNG TO.DEATH QUT NOT RI 
c.B.. Tat arvertoscieros 


eASSOC. 
20a. ACCIDENT WAS, UNDERLYING (J 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Manth, Day, 
Hour a. m. 


p.m. 


Years 


Then please remave carban papers. 


SRE Baye URAL |” eS 
a NO # 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 


ficate has been signed by the attending physician and campletely filled in by the #! 


page 3 shauld be detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs aft 


Year [20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, |20F. (City or town) 
hiviile: _ ledatitie foctary. street, affice bldg., etc.) | 


19 [ot wark [7] ot work [7] H 


May 5, , 1922 that | lost saw the deceased 
ate on May 5 a” 2 be and that death accurred at 9 OPM, from the causes and an the date stated abave. 


ADDRESS (Street, city ar tawn, state) DATE SIGNED 
SIGNATUR Viti M.D. 


Mantinne, Edmund Lusthaus, M.D, 


NAME (Type) 
22a. BURIAL, CREMATION. 


h VAL {Specify} 5- ge Ss (State) 


7c. NAME OF CEMETER 22d, LOCATION Mima town, ar county) 
z Bitsreele. 5" ae 
23. FUN ope DIRECTOR'S SIGNATURE loth fo ‘2da. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


YOR CREA 
Soh, } a EL Z belle, Z DA’ 


(County) (State) 


spital ar attending physician. 
MEDICAL CERTIFICATION 


fter this certi 


22b. DATE THEREOF 


may be retained by 
TO FUNERAL DIRECT! 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


05464 
547% CERTIFICATE OF DEATH 


Reg. Dist. No. 
—== 
2 pl eed (Where deceosed lived. If institution: Residence before admissian) 
9. b, 
Maryland COUNTY Balto, City 
¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) v 
2040 Fountain St. 2Vn /-¥ 
d. STREET ADDRESS @. 1S RESIDENCE 
ON A FARM? 


yes] no ( 


1, PLACE OF DEATH 
0. COUNTY 


ied with 


Carroll sie a | 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b 


Mite gi rest town) 11 mos ei9days 


d. NAME OF HOSPITAL {If not in hospitol, give street oddress) 
R INSTITUT 


O/5|_ Springfied State Hospital | Balto. 31. 


eo: director, 
Cc 


S 
24 haurs after death: Page — 
i | 

\ 


Pages 1 and 2 she! 
Pay 


Py 
a 
RS 
F) 
€ 
< . NAME OF First Middle lost 4. DATE Month Dey Yeor 
ad DECEASED OF 
2 (Type or print) John Malinski DEATH May 22 1999 
« & <= 
3 5. SEX 6. COLOR OR RACE [7. MARRIED [[] NEVER MARRIED 7] | 6. DATE OF BIRTH 9. Ror nieet, iF nee 1 YEAR] IF UNDER 24 HRS. 
= r 7 1 Me ie 
5 es Male White [wow ovorceog) | July 8, 1881 ” PsN we leas pe sil 
5 e a; 100, USUAL OCCUPATION hind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
z Sse during most of working life. even if retired) “ 
‘Eo zed Carpenter - Poland Unknown 
» 2 g of 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
2 c 3 
2 oo 8 
& Bee Uninewn Unknown 
2 $33 1S. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= RE 2 {Yes, 00, oF veknewn) {10 yes, give wee or date of service} 
8 ofs No - 213-12-002 Springfield Hospital Records 
£ #8.¢ 
Cade tes 18. CAUSE OF DEATH [Enter anly ane couse per line for (a), (b), ond {c}-) INTERVAL BETWEEN, 
3 22% . 
& 8. Z _ PART. DEATH MEDIATE caus? o.___ Hypertensive cardiovascular disease Years 
ie Hu OK DUE TO 
ios 
= Be > Conditions, if ony, which 
3 ges gove rise to immediate i 
Ss. Soe couse (0). stating the under BUETO 
ed 62 =B lying couse fost. (0) 
[iL Apingnceuiellost:, 
386° Zz 7 OF SIGNIFI ONDIT] BUT] EATH BT NOT. ‘D ERI E, NI PART 1(0)|19. WAS AUTOPSY 
besig O] CBS SSSOS WAU CEPOL PaE BPE SEE Ss STE R CELE? PLEA BSP CH EELS VOR GUTOR OP rt ci 
Eos z yes (] NO 
paola oO 
2 £ g 
Forse = [200. ACCIDENT WAS UNDERLYING (]__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il af item 1B.) 
gegae & | oR CONTRIBUTING C] CAUSE OF DEATH 
<eees & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Sates & |20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INSURY (Home, form, | 20f. (City or town) (County) (Stote) 
Folge Fal Hour 0. m. While _ Not while fociory,(street, offeeibidg.,-e1c.)t 
zsEirs§ 2 p.m. 19 Jot work [J] ot work [J H 
SL 55 * qj Gj 
2es ie 21. | certify that | attended the deceased fram JUNG 3» 19.28, MAY fy , 19.27. that | last saw the deceased 
282%) f 
oa 5 alive an_#34 aS 19. dee and that death accurred at_8300Am, fram the causes and an the date stated abave, 
-@: / ADDRESS (Street, city or town, stote) DATE SIGNED 
<20 ot ACTUAL / 
szEse SGithive caer: Ml wo, Springfield State Hospital 5/22/59 
£az 
<oa3s aaeives)__Sdrmnd Lusthaus, M.D. Sykesville, Maryland 
Ae 2 On 0 ee aomnmtenrese=snas ===: 
Fa 22°%9 To. BURIAL CREMATION, | 22, DAYE THEREDE 2c NAME OF CEMETERY OMSRSNWORERY Zid. LOCATION (City, town, or county) Stote) 
~Dd.a> VAL (Specify} 9 Co — la ae a4 
ofo kt BuRiA Sib  STAMISLAY, A Reson ST KATE, 
€ cs 23. FUNERAL DIRECTOR'S saga? f sores a ho, mabe HEUETRAR Mb. REGISTRARS SIGNATURE 
15M 9755 £07 Sh FLV Me Ig 4) Hath <Za DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
547 SCERTIFICATE OF DEATH aa | Ap 


md 


05465 


Fy arabes DEATH 2. ue RESIDENCE (Where deceased lived. If institution: Residence before admission} 
°. 


of — “2 ee. fb. COUNTY Cplttsehl 


b. AIA OR TOWN (|f outside corporote timits, write | c. LENGTH OF STAY IN Ib c. CITY OR TO} (If outside eyerste limits, write RURAL and give nearest town} 


/ANAME OF HOSPITAL (If nat in hospitol, give street address) @. STREET ADDRESS ©. 1§ RESIDENCE 
ZOR INSTITUTION < os ! ON_A FARM? 


4 > b A 4 YES a not] 
3. NAME/GF First Middle 


Wipe pint ze eas VA RK EL 


5. SEX 6. COLOR OR RACE |7. ManeieD DX NEVER MARRIED ie 8. DATE OF BIRTH 


wipowep [] Divorced [] Wile 


10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign eountry) 12. CITIZEN OF WHAT COUNTRY? 
during-pas} of working {ife, even if retired) 


la! AA btn ore! 
13, FATHER'S NAME THER’S MAIDEN NAME 
A & = t 7. 
Rite [ ZesetbAne 
15. WAS DECEASEDEVER INU. S. ARMED FORCES? |{6. SOCIAL SECURITY NO. |17. INFORMANT 


{¥es, n0, oF unbnown) Veit CoGm Een atsorrse! VIVA, Mg Matlel, Wtaceate cles Lid, 


18. CAUSE OF DEATH [Enter anly one couse per line for {0}. (b). and {c}- ] INTERVAL SETWEEN 


PART 1. DEATH WAS CAUSED 8Y: ime | bea NaI 0) 
IMMEDIATE CAUSE (a). et hte eG 


Wed LO. DUE TO 

Conditions, if ony, which w CM to riet 
gove rise to immediate 

couse {a}, stoting the under. ( DUE TO 


lying cause lost. (c) 


directar, 
filed with 


id campletely filled in by the fy 


Then please remave carbon papers. Pages 1 and 2 shou! 


ter death. 


ician oni 


/ 


~ 
© 
ra 
3 
© 
= 
De od 
3 
i) 
3 
‘oO 
5 
3 
et 
< 
a 
= 
Fa 
2 
2 
> 
3 
8 
8 
o 
© 
2 
i 
ro 
§ 
v3 
6 
$ 
€ 
9 
3 
3 
° 
= 
° 
= 


jires 


ian. 


The tow requ 


2a, ACCIDENT WAS_UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il af item 18.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120", {City or town) (County) (State) 
Heeeaes White. Nereis, foctory, street, affice bldg., 32h 
jor wark [J ot work [7] 


ing physic 


iter this certificate has been signed by the attending phys 


Rd for use as the burial-tronsit permit. 


the registrar prior ta burial, cremation, ar remaval, and in any event within 72, 
MEDICAL CERTIFICATION 


tel ar ottendi 


1aspi 


21. | certify that ! ottended the deceosed from. Woy } es ees , 122/.,thot | lost saw the deceosed 
alive on_ fhe, ee ae oe, NR a ond that death occurred Ole 2M, from the couses ond on the date stoted above. 


5 ics ADDRESS (Stee, city oF town, sate) DATE SIGNED 
ACTUAL 18, TI Ca A / , eA 
ae MAES 0. . 14 1 7 = f 

/ , 


PHYSICIAN'S Ay J ; F ald (4 f 
wee lL 


pvt eae Dp ps 
cee AUS F| Yute af €2 Z 
see wi SIGN, ADORESS. iat 'D BY Lie ‘Dab. REGISTRAR'S SIGNATURE 
iain \ =, V nM Tied pate MAY 7 '59 Onthut & Mine 


may be retoined by th 


TO FUNERAL DIRECT 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
poge 3 shauid be dei 


ND eX DEPARTMENT OF HEALTH—BALTIMORE, 18 


DICAL EX (AMINER’S CERTIFICATE OF DEATH 05466 


17k 


Item 20 Film ate 


+OR STATE Reg. Dist. No. 
HEALTH DEPT. [pace of peat aS USUAL RESIDENCE (Where deceased lived. If imtitution: Residence belore admission) 
: “F £ 2 COUN. Carroll 5 4 "i r| uivieo’ ©. STATE Maryland b.county Montgomery 
Sse B. CITY QR TOWN {side corpora, wit RURAL €. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outtide corporote limits, write RURAL ond give neorest town) 
= give nearer lo: 
® Sykesville 8mos.1ldays: Bethesda (5%. 2 
: = ce d. NAME OF HOSPITAL OR INSTITUTION {If not in bospitat, give sireet address) d. STREET ADDRESS oR RESIDENCE 
spge O/W Springfield State Hospital 9810 Georgia Ave. ves NO BY 
eevee = =—— ——————— = Se 
eetee {Type or print Frank Raleigh Mason. DEATH May 9 59 
bots 5. SEX 6. COLOR OR RACE |7. MARRIED []} NEVER MARRIED [-]| 8. DATE OF BIRTH ? AGE tm re. TE UNDER, me IE UNDER 24 HRS. 
_ e3 § Mele White |wiooweol)  oiworceog] | May 22, 1881 4 aii (a ep wins 
6 2 > i Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND ye BUSINESS OR INDUSTRY | 17. BIRTHPLACE pio dug or foreign co: coy ye 12. CITIZEN OF a COUNTRY? 
72S af during most of working life, even if retired) 
ae ae Printer U SoA. 
3 3 3° 13. FATHER'S NAME i, MOTHER’ pidareils MAIDEN NAi 
S23 
28 Unknown f : 
252 18, WAS DECEASED EVER IN U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO. [i7. INFORMANT Di 
28 ue, 7 vakrowe Ut pe, give wor or dotey al eerie 
rs No - {ES = _Springfield State Hospital Records _ 
= E 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (<).} ion a INTEEVAL BETWEEN 
3 PART |. DEATH WAS CAUSED BY: oa eks 
23 “4 ) J IMMEDIATE CAUSE (o} Subdural hemorrhage (traumatic) week 3 
#8 ot OUE TO 
3 Conditions, if ony. which __ Arteriosclerotic cardiovascular disease Years 
a gove immediots couse a, ae 
eS {o), stoting the underlying( CUE TO 
re cove let. a .. 


UL 


PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT. RELATED TO THE TERMINAL DISEASE CONDITION. fon. IN PART 1(0)|19. Was AUTOPSY 


C.B.S.assoc.with cerebral arteriosclerosis with psychotic react: MED? 


yes) no 
20a, EXTERNAL CAUSE WAS . dia 
PRIMARY EJ oF EONTRIEUTING a 
CAUSE OF DEATH 


SS 
MEDICAL CERTIFICATION 


0b. DESCRIBE HOW INJURY OCCURRED, {Enter noture of injury in Part | or Port {1 of item 18.) 
Fell, probably in Some sort of seizure 


20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED [20e. PLACE (OF INJURY (Home for, 1204, (City or town) — {County) (Stote) 
ae oe 14/23/0059 [Wiles Neston) Rogpittal "| Sykesville Carroll Md. 
21. t certify thoy/l taok charge of the remains described aa held on Autopsy KJ, Inspection PQ, Inquiry (3, and in my 
sulted from: Natural couses [a Accident €], Suictde ia Homicide (1. Undetermined manner o 


a the Chief Medical Exomi 
Page 3 shauld be used as a buriol-transit permit. 


opinion death 


@ 


or its designated agent, prior to burial, cremotian, ar removal, and in any eve: 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. 
execute the certificate, writing the word “pending’ 


CxS} 
a 5 “Led aah tah hk CHIEF MEDICAL EXAMINER [J] nae here 
-a c + = OD. 
Wok ASSISTANT MEDICAL EXAMINER ["] 
vo BN 
3 8 
De Ay 4 James T. inn M.D. DEPUTY MEDICAL EXAMINER [3% May 7, 1959. 
3 — — oe —— : 
gz Tio. 608) tea | aye THEREOF Tic. NAME OF CEMETERY OR CREMATORY Zid, LOCATION (City, town, oF gounty) (State) 
ing U Speci / (-SF_ ie 
S — wee, A Dp Pvc 
° Beek se 
ra 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRES: 4] 22. RECO bv RecsiRAK 2a, REGISTRARS SIGNATURE 
VS ANSME ; ’ 
514 2/57 Z : se C2 LYE 2 Heelies: are may 14 58 i Cnilun & Fras y " 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05467 
5479 CERTIFICATE OF DEATH as 


- 
5 1 br pe ® bt ae eta (Where deceased lived. If institution: Residence before admission} 
a. °. 
5 Carroll MARYLAND Maryland b.counry = Balto, City 
‘I b. CITY OR TOWN {IF outside Pe limits, write] ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest own) 
ond give nearest town! ; 
Sykesville 9mos elhdays: Baltimore 5 , 


Pages 1 and 2 shauld be filed with 


« 

8 

fe 

< 

2 

wu 

3 sy da. at eel die (If nal in hospital, give street address) d. STREET ADDRESS. ; e Pres 

5 = = 

z ps O/S| Springfield State Hospital 3903 E.Pratt St. Yes ENO 

° c 

Cris . NAME OF First Middle fost 4, DATE Month Do) Yeor 
asl DECEASED IF 

a 2 (Type or print Enrico Maulone Beata May 8, ip D9 

= = 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED oa 8. DATE OF BIRTH a owiehe rune 1 YEAR| IF UNDER 24 HRS. 
2 HH in, 

A ote Male White WIDOWED] oivorceot] | March 25, 1885 ah gee || eat Paral Hea Min 

i € ‘a a. 1a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country} 12. CITIZEN OF WHAT COUNTRY? 

zg §o during most of working life, even if retired) 

Boge IT Steel worker Retired- Italy lst papers 

ia a 8 $s ‘43. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 § 

a See Antonio Mavlone Christine Cavatossi 

Ss £ 3 s WAS praneigeidiae: dil Oe a eit 16. SOCIAL SECURITY NO. INFORMANT Address 

oh aa a, no, oF unknown} (IF yes, give war or dates of xervice) 

& ofs No | S 213-07-7:25 Springfield Hospital Records 

=e Were 

5 . te € 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 

2 5 ee PART |. DEATH Was nusto oy, Arteriosclerotic heart disease Ss 

5 ££ $ 4 ) DUE TO 

= Fz> conceifontmt Cony ehh w Generalized arteriosclerosis Years 

$s BES gove rise to immediote 

pment RG couse (0), stoting the under- ( OVE TO 

e ge = 3 ‘ lying cause lost. ( 

3 8 * Il. OTHER SIGNIFICANT CONDITIONS, INTRIBE DEAT BI LA HI Cc IN PART} 19. WAS AUTOPSY 
Saas e VASSOCSWLEH Corebrat ar verLoscterosie With PSPCnaele PEReULOR AO)? reeroRmeos 
geee P) ves) No] 
eae a = | 20. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 1B.) 

Zooey & ] OR CONTRIBUTING [7 CAUSE OF DEATH 

<eigs © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

A? ae a 

2oEss & 2c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County (Stote) 
F5ls5 8 Hour o.m. While Net while foctory, street, office bldg., etc.) | 

esac tS re jot work [] ot work (J ' 

Be58 
g ss =n 21.1 certify that | attended the deceased fram July. 215. 
2320s 
8 35 alive on_May 5 oA pe 5 2 ee us and that death a a 3921! 

E ra cd a [ADDRESS (Street, city o town, stote) DATE SIGNED 
piel 2s g ark: . mo, Springfield State Hospital 5/6/59 __ 
oe ee ee) ee ee ee ee ee ee ee 
<og88 / mee 's gustin bas ae M.D Sykesville, Maryland 

Circ gid Me Le Ee ee eee eee 
Pd 3 3 ee or ‘220. BURIAL, Gen | 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 

=x 2 oO FF REMOVAL ‘Buxiel hol 

Aes May 9 aored Heart Hill_Ra, 

a Bo ADDRESS 4a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATUR' 


23. FUNI RECTOR’S, Fe 24a. 
2 Bho rcse2 8.High St. a MAY 8 '59 Curisug & Fiasna 


os 
go 

> 
Sa 
3 
os 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9 CERTIFICATE OF DEATH 05468 


at 


ae (aa Reg. Dist. No. 

3 Fa Has \ | 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 

& x °. °. b. Y 

32 8, Carroll MARYLAND Maryland Ste | Balto.City 

Be B CITY OR TOWN (HF outide corporate Tinin, write Tc. LENGTH OF STAY IN Tb © CITY OR TOWN (If outide corporete limits, write RURAL end give nearest town) 

or ivg rest town) 
s Sykestiite hyrs.8mos,12days Baltimore 3Vol- ¥ 
2 d. Panay OF HOSPITAL (tf not in hospitol, give street oddress) d, STREET ADDRESS e oe 
a Springfield State Hospital Unknown vs) NOW 
e 
° 3. NAME OF First Middle lost 4. DATE Month Do Yeor 
S DECEASED OF u : 
3 (Type or print) James Coy McArdle DEATH 19 59 
& 5. SEX 6. COLOR OR RACE 17. MARRIED [] NEVER MARRIED [[] | 8. OATE OF BIRTH 9 AGE In yeor IF UNDER 1 YEAR] IF UNDER 24 HRS, 
lost birthday} = 

< Male White wiooweo [] _ovorceogy] | March 30, 1910 kg. e 
ae 100, USUAL OCCUPATION {Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ies during most of working life, even if retired) 
8 Asst,Enginee Maritime Unknown, UsSeAe 
2fs 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 o I 
4 Unknown. Unknown 
2 1S, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
& (Yer, no er veknewn) It yes, give war or dates of service} 
t 9 q 
; No - 6a 2' Springfield Hospital Records: = 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] 


PART I. DEATH WAS CAUSED 8) 
IMMEDIATE CAUSE, {eo} 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then pl 


cate has been signed by the attending physicion and campletely filled in by the 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours offer deoth: Page 4 


5 
2 
a“ 
wn 
€ 
£ 
E 
: LE/G X DUE TO 
Pars Conditions, if ony, which »___Rheumatic heart disease 
Eo gove co immediate 
ge couse (a) the ynder- { OVE TO 
= lying couse lost. (©). 
6 Me $ Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}/19. WAS AUTOPSY 
z3 =| C.B.S.assoc.with circ, Gist. tn er than cerebral arteriosclerosis with ce ‘D Nog 
ere uv @ no 2 on 
BiG = [200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
ei = OR CONTRIBUTING [) CAUSE OF DEATH 
se ° © [tt EITHER, NOTIFY MEDICAL EXAMINER) 
s 3 4 
Sees & |20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
5.283 6 Hour om, While Netiehite: factory, street, office bldg., ses 
sErsé = p.m, 9 fot work (J ot work (J 
SRS . 
ae a 21. | certify that | attended the deceased from. March_7,. ee 1925, to May_28,. ee a 129 that | last saw the deceased 
ae a 
y es alive on May 27, i 1959 occurred ot. O&4OA_ mM, fram the causes and an the date stated above. 
e iS ADDRESS (Stree!, city or town, stote) DATE SIGNED 
gEz8 seit wo. Springfield State Hospital 5/28/59 _ 
faze 
e2g5 | bea Sykesville, Maryland 
Saws 2 
~3.5 re) (Specify), a C Wi, } ee " 
eee a as SYA WAZ, Vb tienes, | Wtietl, Mel 
- 4 24o, REC'D BY REGISTRAR 2d. REGISTRARS SIGNATURE 
VS A15 (4) pardUN 2 59 v Ontua £ Hanus 
15M 9/55 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05 4 69 


5489 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


FOR STATE Reg. Dist. No. a 
HEALTH DEPT. | MACE OF DEA ICE (Where deceased lived. If institution: Residence before odmission) 
-~ COUNTY 
g az / ae B£h_— MARYLAND 7 ils Loar 
& ° = —— 
. rat Mi Bb. CITY OR TOWN {it cutiide corporate limits, wiite RURAL ¢. LENGTH OF STAY IN Tb €. CITY OR TOWN {If gutsbfe corporote limits, wrile RURAL ond give nearest town) 
ic FS. 
5 Mn / Arsr |y¥ A r ¥) 
s z R INSTITUTION (If not in hospitol. give street address) @. STREET ADDRESS. e. IS RESIDENCE 
e § x 3 ON A FARM? 
SE Re / YES] NO 
Efex == —= a baa ts 3 s LYE) NO O 
° . NAME Fi oe Ning 4 Bere Month af 
3 3 & DECEASED. Vie ies iddie LE {e ah oni ‘ear 
xfie £18 (yecearat OL K | oe 7 
6 he, . 5. SEX 6 Ww ‘OR RACE Af ay ft AE o 8. DATE if BIRTH 9 age te TEUNDER TYEAR} IF oan 2 ii 
L2pe ; or euioy 
Ree / doers ovoreo | f-/5— / 700 qs i pa 
a =e 
~ a ¥ 100. USUAL OCCUPATIOI ‘ind of work # 10b. KIND OF BUSINESS Eye INDUSTRY | 11. BIRTHPLACE {Stote pr foreign country) V2. IL OF WHAT COUNTRY? 
e duripg gost af working lilp, eyen if retired} Wn V ye SA 


14, MOTHER'S EN NAME 
Kk “tL 


‘ASO heey — IN U.S. ARMED FORCES? le bah SECURITY NO. | 17. te ela 


i e vive wor er dotes of rersice) “head 
24840—1589 a? eas Witter Lei 
18, CAUSE OF DEATH = only re couse fine for (0), (b). ond (c).} : bo . “Tismeavan n on 
PART 1, DEATH WAS CAUSED BY: Me i r bite 
IMMEDIATE CAUSE (0) wis cn ey 


File po; 


Z2o./ DUE TO 
onaiioeal ivwny, which 
gove rise to immediate cours 


(9), stoting the underlyingg PUE i 
Cit ia ta — 
PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART If0)]19. WAS ‘AUTOPSY 
wie Mabie). 2 lh db PERFORME 
8 ves 4 
20a. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | of Part Ul of item 18.) * ‘ 


PRIMARY [} or CONTRIBUTING C] 
CAUSE OF DEATH. 


20c. TIME OF INJURY 
Hour 9, m. 


Month, Doy, Yeor | 20d. INJURY OCCURRED |20c. PLACE OF INJURY (Home, faem, 1 20f. (City ar town) [County) (Stole) 
While Not while factory, street, office bidg., etc.) | 
H 


‘ol work [] of work 


MEDICAL CERTIFICATION 


a 
o 
‘af 
2 
re} 
‘3 
s 
2 
3 
€ 
2 
o 
= 
2 
” 
2 
€ 
9 
a 
” 
3 
Dd 
o 
a 
i 
o 
o 
E 
2 
c 
& 
‘a 
= 
3 
. 
s 
a 
2 
S 
3 
2 
2 
> 
= 


the Chief Medico! Examiner's Office along with farm PM3. Poge 5 may be retoined far y 


‘age 3 shauld be used os 0 buricl-tronsit permit. 


& 
€ 
zu 
H 
5 
3 
9 
& 
i 
2 
ty 
= 
& 
3 
E 
S 
dl 
& 
3 
5 
cd 
mm 
i 
a 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours offer death. 


e — , Accident [], Suicide {[], Homicide (J, Undetermined manner [J 

feo° 

= ie 3 < Sau 4 grok) pcp, CHIEF MEDICAL Examiner [] bead 

a 3 2 é f ASSISTANT MEDICAL EXAMINER [J aA A (3 

2 2 = 3 AMES FE ARS FL DEPUTY MEDICAL exanee ee — 

Fi £52 20. STG ie AME ATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY es LOCATION (City, town, or county) —=—=—«(Stofe) 

6 6) 5 Burial 5 Keysville Union Cemetery | Keysville, Carroll Co., Md. 
Bea ie R ADDRESS ‘24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


5M 2/57 


littlestown, Pae vate MAY 2 6 '59 Cdn Fiat 


R 1D 
cA HD 


= 
man 


Page 


and 2 with the State Boord % 
hours after deoth. 


thin 


“s Office alang with form PM3. Page 5 may be retained for y 
File pages 


jiner 


ending” in pencil in tem, 18. Give Pages I, 2, and 3 to the funeral directs. 
, crematian, or removal, and in any event 


Page 3 shoutd be wsed os o burial-transit permit. 


‘a the Chief Medicol Exomi 


@ 


riting the ward 


or its designoted agent, prior to buri 


execute the certificay 
4 should be forwo: 


TO FUNERAL DIREC 


g 
& 
a 
e 
2 
Hf 
ri 
2 
sh 
> 
s 
6 
3 
= 
6 
€ 
$ 
vv 
. 
i 
°° 
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3 
£ 
~ 
4 
< 
£ 
. 
3 
3 
2 
o 
8 
2 
) 
o 
£ 
= 
2 
& 
bo 
by 
= 
= 
a 
rf 
é 
= 
< 
x 
i 
as 
< 
y 
ry 
a 
= 
> 
5 
a 
7] 
ro) 
° 
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. ATSME 
8M 2/57 
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a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 054 : 
5481 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 0 


}, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If j before admission) 


@. COUNTY Carroll aC ©. STATE Maryland b. COUNTY 4 Balto.City 


b. CITY OR TOWN (it ovtide corporate limits, wiite RURAL E LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town} 


Fa lyrs.ljdays.Uhos, Baltimore 18 


d. NAME OF HOSPITAL OR INSTITUTION (ff not in hospital, give street address) <d, STREET ADDRESS —_*- i i 1S RESIDENCE 


Springfield State Hospital ____ ||. ___ 1637 Argonne Drive rs node 


Firat i = “tot 4. DATE Month Year 
Ernest Milleson | Stam May 22. » w59 
6. COLOR OR RACE ARRIED [1] NEVER MARI 8. DATE OF BIRTH 4 li GE (in yon [IFUNDER TYEAR] IF UNDER 24 HS. 


White |[wivoweof]  oworceot) | March 26,1909 tO". {eer a a Peetu 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) 
U.S ks 


ae 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Ernest Milleson Nora Cadwalder 
15. WAS DECEASED EVER IN U, 5. ARMED FORCES? |16, SOCIAL SECURITY NO. |17, INFORMANT “addres 


al ee Ca a Springfield Hospital Records. 


18. CAUSE OF DEATH [Enter only one coure per Bi Tor eh (handy aEavAL atte 
PART I. DEATH WAS CAUSED BY: ee Le 
IMMEDIATE CAUSE (a) = ¢ Cy 4, AC = jee CHL AS 
- f DUE TO } t 
Conditions, if any, which “7 %;, v4 [e. Gir é Orth thy fF ry Ss. 


Gove rise to immediate coure 
DUE TO FI 
ms er he ofS ir Po 


PART tI. OTHER SI ICANT CONDITI oT ieuTING TH BYT NOT R TOSTHE TERBINAL eee CONDITION GIVEN IN PART Tfe]]19. WAS AUTOPSY 
Psychosis with e conve irs ep septic asters orata 5 eae “ORM pe 
YES NO 


‘20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Part HV of item 18.) 
PRIMARY () or CONTRIBUTING 1) 
CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 120, (City er town) f ~ (Stote} 
norte foctegy, street, affieg bldg. ete.) | 


f 19 59} a won Cy otecr pe ital Sykesville Carroll Md. 
21. I certify that | taok chorge af the remains described obove, held an Autopsy Inspection FE]. Inquiry PK}, and in my 


opinion death resulted from: Natural causes &. Accient [_], Suicide [[], Homicide [], Undetermined manner [] 


4 
ae A fap MD. CHIEF MEDICAL EXAMINER o DATE SIGNED 


ASSISTANT MEDICAL EXAMINER oO 
“Pe qT. a M «De DEPUTY MEDICAL EXAMINER) 5/22/59 


ey Pee NA Ke oF iat “OR CRE A Td wer; a or county) fate) 
eG alin Ce dl 


4a 
73, FUNERAL ee r aa! ODRESS VAN 40. RECD Fats [2ab. REGISTRA OY Re 
30/ ok i ye me wai 


MEDICAL CERTIFICATION: 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5482 CERTIFICATE OF DEATH 054474 


Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 


MARYLAND | ©. STATE b. COUNTY 
Maryland 
b. CITY OR TOWN (IF out corporote limits, write | c. LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


1, PLACE OF DEATH 
0. COUNTY 


& 


uy 


RURAL ond give neores! town) 


Rura elburg 65 years Rura elhurg 
d. NAME OF HOSPITAL (If not in hospitel, give street oddress) STREET ADORESS e. 1S RESIOENCE 
x OR INSTITUTION ON A FARM? 
YES a no] 


3. NAME OF First Middle tot 4. DATE Month Day Yeor 
‘Type or print) = DEATH 
Wi & <; ja NVve 3 19 


6. COLOR OR RACE [7. MARRIED [|] NEVER MARRIED [-] | 8. DATE OF B1RTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
lost birthdey) [Months] Days Min 
wiooweo (x ovorceo (J | February 16,1860 yo. 


10a. USUAL OCCUPATION (Give kind of work done| 10. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY’ ; 


during most of working life, even if retired) 
Housewor. Own home Maryland US Ae 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Emanuel Koontz Louisa Menchey 


7, WAS. eee ph be U. S, ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Pape iret Paiie Gant aba etiaises 
no Mr. Norman Myers Route #7, Westminster, Md. 


1B. CAUSE OF DEATH [Enter only one couse INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: oyset AND b 4 


Pages 1 and 2 shau!. 


leath. 


ite be executed within 24 haurs after death: Page 4 


72 hours 


in 


ine for (0), 


IMMEDIATE CAUSE {0}. 
Go a QUE TO 


Then please remove carban papers. 


tificote has been signed by the attending physician and campletely filled in by the f 


3 
2 

3 

& 
£ 

8 £ 
8 5 

° = 
— c 
= s 
= $ 

o oe 
= ae Conditions, if ony, which fe 

3 ay gore rise to immediote ( z “ES ee 
= ee couse (0), stoting the under- UE TO * 

Pieoseae lying couse lost. te) le, 

33865 ° 3 Parr Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH pOT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(of|19. WAS AUTOPSY 
S$os5 a 
gases 3 S ves) No ff 
Koos & [200. ACCIDENT WAS UNDERLYING [} | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Port Il of item 18) 
eget & |OR CONTRIBUTING CI CAUSE OF DEATH 
aeses © [iF EITHER, NOTIFY MEDICAL EXAMINER) | ———— 
2stes © ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town) (County) (Stote) 
= 5.223 3 Hour 0. m, White __ Not while factory, street, office bldg., ete.) | 
apEes 3 p.m. 19 ot work (J ot work] : ' 
Oz Ses . = 3 
Zee. 21. | certify that | attended the deceased from,_/#4 LOPES, 9S F, Rie ae 192 7", that | last saw the deceased 
Zz oS ‘ — 
Se ative an_ #¥E-t- LS. eat 2 SZ_, and that death occurred at Zi SY fram the causgs and an the date stated abave. 
ESOS f 7 Vid AQORES: DATE SIGNED 
<3G 0° ACTUAL Ee | le, 
epHss signature L427 Cte LTE 62 LAL YL, iS 7 
Oearva { 
aeass PHYSICIAN'S 
ress bh id a eS er eee eee. ee ee ee ee ee ease 
= 3 
$ S2°9 To. ROMAN CHEMIN, [eas DATE IENEOY 2c. NAME OF CEMETERY OR CREMATORY %2d. LOCATION (City, town, or county) (Stote) 

>S &S EMOVAL (Speci 

oS 5 y 
Been? Buria Ma 959 Krider's Cemetery Westminster, Maryland 
Li 23. FULIEREL DIRECTOR'S Be Ch eee y ADDRESS da. REC'D BY REGISTRAR | 24b, REGISTRAR'S re a 

Vs AS {4) AeA kd fh 1 Cnttan ff, 

1SM 10/57 O.Fuss/& Son aneyi oare_ MAY 1 2 '59 


—_ 
ha 


Page 4 
director, 
filed with 


& 
fd be 
a 


ofter death. 


Then pleose remave corban popers. 


@ 
= 
> 
s£ 
te 
0 
= 
ae 
Ts 
= 
a 
ie 
5 
9 
UD 
€ 
6 
© 
fe 
2 
ES 
£ 
a 
> 
£ 
3 
m3 
f) 
x) 
e 
<= 
> 
= 
ec 


the registror prior to buriol, cremation, ar remavol, ond in ony event within 72 


moy be retoined by ti 
poge 3 should be detoched for use os the burial-tronsit permit. 


TO FUNERAL DIRECT! 


as 
ga 

= 
Sa 
res 
ot 


Poges 1 ond 2 she 
~ 
2 


— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 05472 
5483 CERTIFICATE OF DEATH 


Reg. Dist. No. 
is bas hg a etal RESIDENCE (Where deceased lived. If institution: Residence before admission) 
Carroll SA AND ni * SON Palities@it 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest tawn) \/ 
RURAL and give nearest tawn) 
Ayrs, 7mos ,24days Baltimore Vic - 
da. Rane OF SSH AL (If not in haspital, give street address) d. STREET ADDRESS. e. Baa eee 
Springfield State Hospital 104 E. Lanvale St. Yeo) NO BS 
3. NAME OF First Middle Lost 4. DATE Month Da; Yeor 
Teor Hannah Newbon Ee May 2, j 1999 
S. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED (¥ B. DATE OF BIRTH eRe eet [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Female White wivoweD[] —sovivorcenQ) | October 29,1877 he |e oens| "Dove! || "Hours 1/UAn. 
10a. be ae aa ia elle 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 112. CITIZEN OF WHAT COUNTRY? 
MONKAAKRE Retired Maid - Englani Unknown 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
James Newbon Sara Cotton 
NaN ceaaee SED PYERIN' “Govt Son 6. SOCIAL SECURITY NO. INFORMANT Address 
No _| ' eg aS Pe Hospital Recorde 
1B, CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


One AND DEATH 
ears 


IMMEDIATE CAUSE (o} 
DUE TO 


PART |. DEATH WAS CAUSED BY: Chronic lymphoid leukemia 
vs 


Conditians, if any, which rm) 

gove rise to immediate 

couse (0), stoting the under. ( OUE TO 
g couse last. (¢) 


rf Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEAS| Bea GIVEN IN PART I(o)[19. WAS AUTOPSY 
5 C.B. S.assoc with circ dist, ,with cerebral arterioscleros SD NOD 
 [200, RECENT WkstRiveRcrING ET 1208. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part W1 of item 1B.) 
© | Or CONTRIBUTING CL] CAUSE OF DEATH 
G |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
a Hour o. m, While Niger’ foctory, street, office bldg., etc. iH 
= p.m. 19 lot work [] ot work [J] H 
21. | certify thot | attended the deceosed fram. September 8, 19.54, toMay 2, 1929 thot | last sow the deceosed 
olive on May. as 4S EPS 19. 59 __, ond thot deoth accurred ot. 3 7AM, from the causes and on the date stoted obove. 
: ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL = 
SDM Ff pe ton ef MM. wingfield State Hospitel 5/2/59 
fascias Edmund Lusthaus, MDs Sykesville, Maryland 
Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 


Rie MOVAL (Specify) 


2. ae sou 7 Los Sl burdt Jr 24a. REC'D BY REGISTRAR 


4 159 


SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
548 4certiFICATE OF DEATH neg-oni ne VO44E 


at 


tor, 


filed with 


1, PLACE OF DEATH Seat, RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0. COUNTY MARYLAND b. COUNTY 


b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 


irect 


“_: di 
ia 


Poges | ond 2s! 


oe 
‘ll 
ae 


f : Ba nom 
d. ME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


pringfield 5 Hos pits 513 N. Castle Street yes} NO [t 
3. NAME OF First Middle Lost il DATE Month Dey Yeor 


DECEASED | 
Apres orien a Mary Hierstetter _Nohe — 22 19 _59 


S. SEX 6. COLOR OR RACE [7. MARRIED L] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE {ln yeors [IFUNDER V YEAR| IF UNDER 24 HRs, 
lost birthday) [Months] Days | Hours | Min. 
WIDOWED Fa Divorcep [] 1867 yn. ‘ 
enale White July 28, Sie 


100. USUAL OCCUPATION ind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign cauntry} 12, CITIZEN OF WHAT COUNTRY? 
during mast af working ven if retired) 
Maryland U.S.A 


13. FATHER™ s NAME 14. MOTHER'S MAIDEN NAME 


avrence ers —_Rose Yaeger 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 


{Yeu 90, oF unkawwn) {IE yes, give wor oF dates of service) 


[lo = = Springfield Hospital Reconis 


18. CAUSE OF DEATH [Enter only one cause per line for (9), (b), ond (e).] Po INT 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o]___ Arterieslerotic heart disease Years: 
.0 DUE TO 


Conditions, if ony. which (o. 
gove rise to immediate | 


te be executed within 24 hours after death: Page 4 


d completely filled in by # 


cian an 
leoth. 


Then please remove carbon papers. 


ical 


hysi 


ing pl 


that the death certifi 


ires 


couse (0). stoting the under, ( DUE TO 
lying couse lost. © 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ale ROR 


C.B.S. assoc, with senile brain disease, with psychotic reaction, ibe? 


Yes] No Gt 
20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour a.m. While. Not while factory, stree!, office bldg., etc.) | 
p.m. 19 Jot work [J at work [J ; 


21. | certify that | attended the deceased from._February..14, 19.59., to_.May 22. 19.59 that | last saw the deceased 
alive on_. May 22. 2259. ., and that death accurred at L1300__@, fram the causes and an the date stated above. 


ADDRESS (Street. city ar town, stote) DATE SIGNED. 
Pe UO AO 6 SP PRS oe 5/22/59 __. 


‘Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (State) 
MOYAL {Specify) 
Hive Mey 26, 195d Holy Redeemer Cemetery|  Baltimare-6, Md 


FUNERAL DIRECTOR'S SIGNATUR' ADDRESS. 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Ullrich Funeral Home 4210 Belair Road DATE 15g Ontbun £ hess 


% 
e 
2 
° 
° 
<3 
> 
a 
3 
€ 
fd 
oa 
s 
$ 
a 
2 
2 
i 
, 4 
s 
8 


ed far use os the burial-transit permit. 
MEDICAL CERTIFICATION 


After th 


e 


the registrar prior ta burial, cremation, or remavol, and in ony event within 72 hours off 


moy be retained by the hospital or oftending physician. 


TO FUNERAL DIRECT 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ’ 
page 3 shauid be 


= 


N director, 
filed with 


Pages | and 2 shou 


th. 


that the death certificote be executed within 24 haurs after death: Page 4 
Then please remave carbon popers. 


jter this certificate has been signed by the attending physicion ond campletely filled in by the F: 
, cremation, or remavol, and in any event within 72 hours 


spital or attending physician. 
id for use os the buriol-transit permit. 


may be retained by 
page 3 shauld be de! 
the registror priar to buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires 
1 10 
TO FUNERAL oir 


VS AIS (4) 
15M 10/57 


a) 


J). PLACE Of DEATH 


ne 


YE o. COUNTY, 0. STATE b. COUNTY 
Carroll wma Maryland Baltimore 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town} p a 
Rural. - Sykesville 15 days Baltimore O5X- 
d. NAME OF HOSPITAL (tf not in hospitol, give street oddress) d. STREET ADDRESS . 1$ RESIDENCE 
OR INSTITUTION ON A FARM? 
SPRINGFIELD STATE HOSPITAL 29 East Elm Avenue ves] NOG 
3. NAME OF First Middl 4, DATE 
DECEASED | ‘he a, tost Da Month Doy Yeor 
Wives Seeing FREDERICK AUGUST _ OBERENDER stone! 21 59 
5. SEX 4 COLOR OR RACE |7. marRieD i] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. eae iF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [ Months] D. Hi Mi 
Male wW widowed [] pivoxcep [] B/' 22/1866 92 ys. se? we a 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF SUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Janitor Cartoky Germany USA 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
UNKNOWN UNKNOWN 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY B34 INFORMANT Address 
{Yes. 0. oF unknown) {it yes, give wor or dates of service) 
nk unke Record, Springfield State Hospital 
18, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-) AETERVAL SET CeEENS 
DEATH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE Caust fo) Myocardial insufficiency ars 
bb . DUE TO 
Conditions. if ony, which »Arteriosclerotic cardie-vascular heart disease 
gove rise to immediote 
couse (0), stoting the under- ( DUE TO 
lying couse lost. ] 
a Paat I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 119. Bis By il 
= 
S|CBS assoc. with cerebral arteriosclerosis, with psychotic reaction ves) No [F 
= 20a. ACCIDENT WAS UNDERLYING (] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port tl of item 18.) 
Ss OR CONTRISUTING D) CAUSE OF DEATH 
& PCF EITHER, NOJIFY MEDICAL EXAMINER) ie 
& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | Z0F. (City or town) (County) (Stote) 
a Hour o.m. While. Not while factory, street, office bldg., etc.) 
= Pp. ome 9 Jot work [7] ot work rd : awwe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5485 CERTIFICATE OF DEATH neg. vin ne GO4 GG 


2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 


DATE SIGNED 


5/259 


MOD. ., 


PHYSICIAN'S. 


Gertrude M. Gross, M. D. 


ERNE (Tipe oe a ee were IS eg ee ee ee ee et gO 
‘720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, town, or county) {Stote) 
MOVAL {Specify} 5-25-59 < 
ria Moreland Memorial Park Baltimore d 


2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


vaTgWAY 2 5 °59 Grthe SF We asei 


23. FUNERAL DIR) R's SI NATURE ADDRESS 2 
Racether! Y me ae 
> LEAR ht LEP OD 


MARYLAND S$ STATE DEPARTMENT QE HEALTH—BALTIMORE, 18 05 475 
ERTIFICATE OF DEATH Reg. Dist. No. r 


2. USUAL ee (Where deceased lived. If institution: Residence before admission) 
co. STATE b. COUNTY 


1, PLACE OF DEATH 
o. COUNTY 


director, 
filed wi 


MARYLAND 


RURAL ond give neorest town) 


e 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib | c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 


= 3 d. NAME OF HOSPITAL inert in hospitol, give street oddress) \~ STREET ADDRESS: e. 1S RESIDENCE 
- 2 OA OR INSTITUTION ON A FARM? 
35 ‘ No street address ves GE NOD] 
ce ; 
ta 3. NAME OF Fi idl 4. 
° 3 SHES irs! Middle lost DATE Month Doy Year 
=3 Rives erfPnpt) We Halbert Poole Earn May 19 59 
> 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [~] | 8 DATE OF BIRTH aa IF UNDER 1 YEAR] IF UNDER 24 HRS. 
s Min, 
s Male |White _|woowoQ _oworcto | Ang, 1875 a 
= “2 Wa. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign les Ae 12. CITIZEN OF WHAT COUNTRY? 
8 F during most of working life, even if retired) 
Bev Stable operator Maryland U.S.A, 
: 5 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 8°5 
Beg } William H. Poole Sarah Mealy 
= 3 17. INFORMANT Address 

nN 

x 


His. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
{¥es. 90, oF unknown) | (1 yes, give wor oF dates of tervice) 


ing p 
ronsit permit. Then please remove corbon papers. 


Halbert Poole 
os 


in 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours offer death: Poge 4 


& = 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
=ay PART |. DEATH WAS CAUSED BY: ees 
oss IMMEDIATE CAUSE (0) 
Eres. va) et DUE To, \ 
me 7 
Bet cmiten, wit) ak RRA CAND DU. 
a ° gove rise to immediote 
sas couse (0), stoting the under. ( DUE TO 
$2 z lying couse lost. {c) ae. 
a a Part Il. OTHER SIGNIFICANT CONQTHONS CONTRIBUTING TO DERTH BUT NOT RELATED TO THETERMINAL Nips a GIVEN Jy PART 1(0)]19. WAS AUTOPSY 
ROSS = 
BBs ae ; ot 
a89 8 “1S As ThR_2 4. AQ) OFLA ao VAS srt AW 
ee & [200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW HTURY OCCURRED. (Enter nature of injury in Port | or Port I! of item 18.) 
eer & |r einen: NomirY MEDICAL Ean 
sve2o U 
Ge Se y 
oss 5 & [20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20F. | 1 20. (City or town) (County) (Stote) 
3.295 rt Hour o. m. While Not while foctory, street. office bldg. etc.) 
3: ea = p.m. 19 Jot work [] ot work [J Hi 
ae 
SSereet ih} TIO 
ae = 21. | certify, that | attended the deceased from_ ADs <<) 19. to. Bot 19L Phat | last saw the deceased 
@: alive on | ¥ &?S at death accurred ai ER, . fram the causes and on the date stategyabave. 
=O 85 iA RESS {Street, city 04 town, stote) Atg SIGNED 
foe CTUAL 
pH oS SIGNATUR' DS eee ES 
ger 
£aRe cai ry 
2435 PHYSICIAN'S. 2 
eae ; NAME (Type) __ [> as I\ av aun" 
es eas a Se es Se ee 
2s Ae. To. roe 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) 
eto es pecify| 
° 
are Buria re 49 entral Cemetery Lib 
e 23. FUNERAL ee. Ss. SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR, | 24b. eres SIGNATURE 
VS A15 {4} V8 y rye 59 : 
15M 10/57 Fuss on __ Taneytown, Maryland [oat 


—_ 


I director, 
with 


& 


Pages 1 and 2 shauld 


Then please remave carbop-papers. 


spital ar attending physician. 
iter this certificate has been signed by the ottending physician and completely filled in by the f 


® 


the registrar prior to burial, crematian, or remaval, and in any event within 72 haurs aft 


poge 3 shauld be detoched for use as the burial-transit permit. 


may be retained by 


2 TO FUNERAL DIRECT! 


8 


& TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death. Page 4 


ee 
oe 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5487 CERTIFICATE OF DEATH nip, ow OL 


- PLACE OF DEATH 2 USURCRESMENCE (Where deesored lived, If Pause Residence before admission) 
Carroll MARYLAND Maryland s 
b. CITY OR TOWN (If outside corporote limits, write] ¢. LENGTH OF STAY IN 1b T c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) \/ 
RURAL ond give neorest town) : 
enryton | 26 days | Baltimore vale 
d. NAME OF HOSPITAL {IF not in hospitol, give street oddress) d, STREET ADDRESS e. IS RESIDENCE 
3 OR INSTITUTION x ON A FARM? 
Henryton State Hospital ’ 2849 Spellman Road ves] NOT) 
. reas First Middle tost 4. BATE Month Doy Yeor 
Ree ih Clara Elizabeth Powell DEATH 5 171959 
. SEX 6 COLOR OR RACE | 7. MARRIED [3 NEVER MARRIED [_] | 8. DATE OF BIRTH 9. ACH n heal une 1 YEAR] IF UNDER 2 NBS. 
Female Negro wipoweD (J pivorcep [J 11-18-1921 sf 7 oor oa | Meee ne 
100. dept al! aes tear 10, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
Housewife Baltimore, Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Robert Woolford Lillian Dennis 
Tg, WAS DECEASED EVER IN U.S. ARMED FORCES? [}6, SOCIAL SECURITY NO. [INFORMANT Rddress 
| unknown Clara E. Powell - Patient 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 


PART I. DEATH was caustD ey, Cardiovascular insufficiency 


b XK DUE TO 
Conditions, if ony, which o Far advanced bilateral pulmonary tuberculosis 
gove rise to immediote 
couse (0), stoting the under. ( OUE TO 
lying couse lost. (e). 
é Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. A eM 
ak vss no 
& 20a. ACCIDENT WAS _UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
= OR CONTRIBUTING 1] CAUSE OF DEATH 
U |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
a ‘Hoar Soil While Nat ine: foctory, street, office bldg., etc.) | 
= p.m, 19 lot work ([] ot work 


21. | certify that | attended the deceased from APPAL 225. 19. 59that | last saw the deceased 


a 19.59__, and that death occurred at. Jt OR; Ham the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


te” thgers Go Marrs tn Ws. a Henryton, Maryland 5-17-59 
Namely) Edgars M. Maculans, M.D. 


itis ‘2b. DATE THEREOF 2c, NAME O 
ify) = ¢ 
~S PN 
soda 


x oe, DIRECTOR'S SIGNATUR! ADDRESS 


Net Ie 24 


‘2ab. REGISTRAR'S SIGNATURE 


Otho £ 


24a. REC’D BY REGISTRAR 


pate MAY 2 0 '59 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5488 CERTIFICATE OF DEATH 05477 


1 ge eae DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
°. 


ires 


gove rise to immediote 
cause (0), stoting the under. ( DUE TO 
lying couse lost, el 


Chr SA LEMGPYNT CANS RUPE ONG UIE ETING Cai Ait BUF HOTRELS TER ID UE TERUNALOISERSE EQNPEIBYNGIQEN IN PART 1[0}[19. WAS AUTOPSY 
arteriosclerosis with psychotic reactions SE) NOE] 
20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 16.) 


‘OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote} 
Hour 0. m. While Not while foctory, street, office bldg., etc)! 
pom. 19 fot work [7] at work [J 1 


21. I certify thot | attended the deceased from.__1O-0 
olive an__ _. 5h & 


|, ¢remation, ar remavol, ond in any event within 72 hours oft 
MEDICAL CERTIFICATION, 


~ 
& 
2 o. STATE b, COUNTY 
% Carroll ee Maryland 
£ b. CITY OR TOWN [if outside corporate limits, write ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
8 RYRAL ond gie neares! town) r - Z , Vv 
0 Rural) Sykesville Syr. 7mo.10da.| Baltimore City 3Vo/ 4 
2 Ay a d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
°o =—« OR INSTITUTION aA 4 = ON A FARM? 
Ss. SPRINGFIELD STATE HOSPITAL 1531 Bush Street yes (] No 
26 5 3. NAME OF First Middle lot 4 Date Month Dey Year 
& 3; (Type or print Helen L. (Wallace) REED DEATH MAY 18 1959 
oF peat 5. SEX 6 COLOR OR RACE 17. MARRIED [[] NEVER MARRIED [] |@. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= <7 > = ie t + lost-bithday) [Menths Doys | Hours Min, 
pees Female White _|wooweog) —_ovorceo 1] | June 4, 1879 79. 
2 E a 10a. USUAL OCCUPATION (Gi ind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 
8 825 during most of working life, even if retired) i K 
Ey Rex Housewife Maryland -Baltimore UseSeAe 
g 08 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

€ 
© o8§ ; 2 
3 ee George Wallace Annie Ochse Heter 

z ° 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
> a & (Yer, no. oF unknown) {IL yes. give wor oF dates of service) : 
2 Be nknown Hospital records 
Hi iE g 18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b), ond (c).] INTERVAL BETWEEN 
peas PART |. DEATH WAS CAUSED BY: 
2a yO 2 xp AMEDIATE CAUSE jn_Preumonda 2 
3 aie Vv ] DUE TO 
eh a attiitbas: : 
£ ‘anditions, if any, which 

z (bp. 

2 

o 

EH 

€ 

$ 

$ 

a 

8 

2 

2 

oo 

a 

5 

= 

= 


d for use os the burial-transit permit. 


BSI 0 |! 1959. ,thot ! last sow the deceased 


LeM, from the couses ond on the dote stoted above. 


tha hospital ar attending physician. 


5 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ 


SG 2 ay A - - ADDRESS (Street, city or tawn, state) ATE SIGNED 
383 3 Seige WWW OAK | VIA 20 WO Ney wo z___Springfield State Hoapital 5-18-59 
rs S ae / PHYSICIAN'S C\ 
Sees NAME (Type)___)f fon Nizanko Med 
S2c8 ™2o. BURIAL, CREMATION, |b. DATE THEREOF Zac. NAME OF CEMETERY OF CREMATORY Td. LOCATION (City, town, or county) {Srete) 
AEE: BUNIAD™ | 5-21-59 New Cathedral Cemetery Baltimore 

- renee errs > tne ADDRESS Dao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


nee ts Wn.Cook, Inc., 1217 St.Paul Street DATE MAY 21 '59 Cnthun £ $i nsue 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
548 ScERTIFICATE OF DEATH 


(5478 


Reg. Dist. 


Hour a.m. Nat while. 


p.m, ‘ot work 


foctory, street, office bldg., etc.) 


w ee 
Ey 3 yah 1, heed DEATH a USUARRESay (Where deceased lived. If institution: Residence before admission) 
27 °. 2a b, COUNTY 
eu Carroll cab Maryland 
a b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) ¥ 
e .) RURAL ond a neorest tawn) = 
THe lenryton 11 days Baltimore Y ope 
ig a a} - ¥ 
2 2 = Pa d. NAME OF HOSPITAL (If nat in hospital, give street address} d. STREET ADDRESS e. IS Wades 
oo gas C ty 4 OR INSTITUTION ON A FARM? 
i wery O 
g 55 Henryton State Hospital 160 Barclay Street, yes [) No gg) 
= ag ° 3. ars First Middle Lost 4 be Month Day Yeor 
= 3- . 
S 23 (Type oF print James He Reed BEATH M lL, 199 
= >»o 5. SEX 6 COLOR OR RACE | 7. MARRIED A NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 2 =F last birthdoy) Min. 
2 Xe Male Negro WIDOWED [-] DivoRCED [-] 12-11-17 yt. 
os 3 Be 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 8 a5 during most of working life, even if retired) 
3 Bes Laborer Unknown Baltimore, Maryland U.S, Ae 
i 2 2 3s 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
® S86 
8 Be John Reed Betty Vaughn 
2 e £ 0 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
= GE Vou ne, ec inkoown} (Fyn, give wor or date of wes) 
& pt No | 218-01-1613 | Mildred Reed 160) Barclay St. 
r 28 1B. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and (c)-] INTERVAL BETWEEN 
3° ga PART |, DEATH WAS CAUSED BY: NSET AND CERT 
2 bs 2 IMMEDIATE Cause (o)_ _Cardtovascular insufficiency 
5 fF * DUE TO , 
> 

= 3 Conditions, if any, which » _Far adv. pulmonary TB and delirium tremens 
3 8 gave cise ta immediote 
Sek couse (0), stoting the under- ( DUE TO 
& coe lying cause last. (c) 
z + 3 é Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} | 19. Nee oy 
=> * - 

es O|® 
oe s yes) NOL] 
2 3 
& oF = 200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 

aan x OR CONTRIBUTING CJ CAUSE OF DEATH 

5 = © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

as & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, a ie (City or town) (County) (Stote) 

Lie 3 

BE 2 

2° 


t 


19 59that | last saw the deceased 


Aas, eit the causes and an the date stated abave, 
ADDRESS (Street, city or town, state) 


DATE SIGNED 


____Henryton State Hospital, Henryton, Md. 


the registrar prior ta burial, cremation, ar remaval, and in any event within 


poge 3 should be detoched for use os the burial-transit permit. 


een cet 


Lte te 


7d. ee (City, y jr county) 5 (State) 
7 


a. E nee 7 


cA 
< 
2 
a 
y 
a 
© 
2 
70 alive we May 1, ae 2 BaP 19 aS, and that death ecautted Tal 
ee 
bxY 
<OG ACTUAL &, V7) 
Pat J | [Sisnarure yt Lair, cay 
as) 
aes PHYSICIAN'S 
Ses NAME (Type) Di'e Edgars Me Maculans, Supt. 
% 2 Zz Zo. Beara eae ae THEREOF ‘2c. NAME OF CEMETERY 
232 SSSSP LDL: 
oro 
Ke - 
VS AIS (4) 
15M 9/SB 


2db. REGISTRAR’S SIGNATURE 


Oatlun & Pissed 


24a. REC'D BY REGISTRAR 


pate MAY 1 4 ‘59 


es. 


& 


vad 2 with the Slate Boord 
haurs after death. 


File pag 


in Item 18. Give Pages 1, 2, ond 3 ta the funerol directo: 
ar its designated agent, prior to buriof, cremotian, ar remavol, and in any ever 


"s Office along with form PM3. Page 5 moy be retoined for y, 


in penci 
ner 


~ 
5 
é 
4] 
2 
= 
3 
ao 
> 
2 
° 
€ 
& 
7 
x 
Nd 
a) 
i 
- 
= 
£ 
£ 
3 
bi 
3 
5 
8 
Hy 
3 
3 
2 
2 
3 
= 
ry 
$ 


iting the word “pending” 
Poge 3 should be used as a burial-transi? permit. 


1 the Chief Medical Exom' 


- 


execute the certifi 
4 should be forw 
TO FUNERAL DIREC 


VS. AISME 
3M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 HL 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 05479 


Reg. Dist. No. 


1, PLACE hea DEAT e. 2. USUAL RESIDENCE (Where deceoied lived. If institution: Residence before odmi: 
o. COUNTY 74 
Apirotl MARYLAND : 4 wi eo BLL ALAR 


b. CITY OR TOWN [it cutride corporate limits, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {IfSutside corporote timits, write RURAL and give neorest 1own) 


; STREET ADDRESS e. 15 RESIDENCE 


ON A FARM? 
ves) nop 


Middle 


—“RU Be ie Wey [ye i959 


7. MARRIED [] NEVER MA DATE OF SIRTH 9. AGE In year, IF UNDER 24 + 


B 
j thay) 9 5 
N [ il 8 avorceo |/2-3 j-/ ¥2z. / ¢ e al! Me 
10g, USUAL OCCUPATION [Give kind of work done] 106. KIND OF BUSINESS OR TNOUSTRY | 11. BIRTHPLACE (Stote or foseign country) 2. CITIZEN OF WHAT COUNTRY? 
during/mest of wprking life, even if retired) y 
Delta "4 


Z id _| WA 


13. FARHER’S NAME 14, OTHER'S eel de. 
tht. ck cwcalet 
‘AS DECEASED EVER IN vu, S.A ‘ORCES? 16, SOCIAL SECURITY NO. 117, INFORMANT sy 
{It yes, give wo(er datps of service) ¥,) 
O22 7= 2) f 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 
PART I. DEATH WAS CAUSED BY: 
a IMMEDIATE CAUSE (0) (ce preva RY Cae 
OV! DUE TO 


ons, if ony, which (oy 
to immediote couse 
9 the underlying( PUE TO 
couse lost. sa {c) $4 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
a ee PERFORMED: 


2 
vs noty 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. [Enter noture of injury in Port | or Pert Il of item 18.) 
PRIMARY 1) of CONTRIBUTING O) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED |20c. PLACE OF INJURY (Home, form. 1 20. (Cily or town) {County} “{Stote) 
Hour 9. m. While Not while foctory, street, office bidg., etc.) | 
19 ot work [1] of work (] fi 

21. I certify thot | took charge of the remains described obove, held on Autopsy [], Inspection FX, Inquiry BX], ond in my 


oe from: Noturol couses BY Accident [-], Suicide [[], Homicide [], Undetermined monner [] 
eLtiey WJ y Wer ah int. 
ASSISTANT MEDICAL EXAMINER [J wy, 
‘aa ar SH DEPUTY MEDICAL EXAMINER Df She 
[- NAME OF CEMETERY OR CREMATORY | LOCATION (City, town, or county) State) a 
ms ‘6 News Ld, cod 4g) s Z, 


ADDRESS Ve 4a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


one MAY 19 '59 atthe 8 Fate —— 


MEDICAL CERTIFICATION 


CHIEF MEDICAL EXAMINER [] ree 


fi 


Poges 1 and 2 shau! 


nN popers. 


ter this certificate has been signed by the attending physician and campletely filled in by the f 
Then please remove 


|, cremation, or remaval, ond in ony event within 72 hi 


id for use os the burial-transit permit. 


® 


may be retained by the hospital or ottending physicion. 
poge 3 should be det: 


the registrar prior to burial, 
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TO FUNERAL DIRECTO; 


VS ANS (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
q+ CERTIFICATE OF DEATH 054850 


Reg. Dist. No. 
Vs Meee eo 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare odmission) 


ae Carroll Ee Maryland ® COUNTY Carroll 


b. CITY OF TOWN {If autside carporote timits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest! town) 
RURAL ond give nearest tawn) 


Taneytown x Taneytown 
d. NAME OF HOSPITAL (If nat in hospital, give street address) ,d. STREET ADDRESS e. t§ RESIDENCE 
OR INSTITUTION ON A FARM? 


W, Baltimore Street ves 9) No Gt 


}. NAME OF First Middle lost 4. DATE Maoth Day Yeor 
DECEASED OF 
ie Saar Pearl Eckard Shorb rat ay. 19 59 


5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE (tn year IF UNDER 1 YEAR] IF UNDER 24 HRS. 


ema Whi widoweo fl olvorceO | December 30, 1882 76. 


To. USUAL OCCUPATION (Give kind of work done]10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY 
during most of working life. even if retired) 


Housework Own home Maryland U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


ohn W q __Susan Alice Althouse 


15. WAS DECEASEDEVER IN U. S. "ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, 20, oF unknown) {IF yen, give wor of dotes of tervice) 


no. 


18. CAUSE OF DEATH [Enter only ane cause per line for (a). (5). and (c}-] INTERVAL BETWEEN 


ener | Caan as cameee CL (a erica sy Cue Cu lye ae fu ua Wed 


Y20.! DUE TO . 

Canditions, if ony, which (oy We Ce GE xal al (le 
gove rise ta immediate V1 

cause (a). stoting the under. ( DUE TO 
lying couse tost. 


Past tl, OTHER SIGNIFICANT eo ee a CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION IVEN IN PART tia} / 19. iene Ppa J 
Viustao Oa Weare Aten (ypu Sees 2. eo. No — 


200. ACCIDI WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port Var Part tt Of item Se *) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day. Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY fHome, farm, ; 20f. (City or tawn) (County) (Stote) 
Hour. a: in: While Not while factory. street, affice bldg., etc.) | 
p.m. 9 Jat work [J ot work H 


21. certify thot | ottended the deceased from, Won, toYdai 7. , 19.27 thot | tast sow the deceosed 
alive on. aay, a 5 229 , ond thot deoth occurred at LSS . from the couses ond on the dote stoted ebove. 
C 


ADDRESS (Street, a ar town, state) TE SIGNE 
ACTUAL ‘ 
SIGNATURE 3 ch st, exaylld 87 SBA 


PHYSICIAN'S 
NAME (Type) /— 


‘Mb. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY ‘Md. LOCATION (City, town, or county} (State) 
MOVAL (Specify 
B May 9, 1959 Lutheran Cemetery Taneytown, M 


Burial a 
23. FI ERAL rcs eae A ADDRESS 24a. REC'D BY REGISTRAR ‘Zab, REGISTRAR'S SIGNATURE 


SUES SOYES 


MEDICAL CERTIFICATION 


aw 


n, Maryland oaAY 1 1 '59 nthnt Se Heart 


& 


fi 


Pages 1 and 2 shau: 


g physician and completely filled in by the 


Then please remove corbon popers. 


the registrar prior to burial, cremation, ar removal, and in any event within 72 hours after death. 


ter this certificate has been signed by the attendin. 
for use as the burial-transit permit. 


ad 


page 3 shauld be def 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTO: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0548; 
5492 CERTIFICATE OF DEATH PEP 45] 


1. PLAGE OF DEA y OB RESIDENCE (Where deceased lived. If sine before pdmission) 
b. COUNTY 
ae ata GITa 
by CITY OR TOWN {if outtide corporote limits, write a STAY IN Ib Ty oFOWN {If oytside corporate limjts, writg RURAL ond give nearest town) 
RURAL ond % A 
{\ 75 a Ml y 
Z. NAME OF HOSPITAL AY not in haspital, give street add; = ‘i STREET ya 0. 1S RESIDENCE 
: OR INSTITUTION fH E, ON A FARM? 
‘ me yl d fe f=, Ge ves [3X No DF 
3. NAME OF Fj Middl t " ]a. DATE 
Neeeaiee, nt iddle tos! es Month Doy Yeor “ 


{Type or print) ye O A 2 DEATH 


= i 
dL He OR a 17. MARRIED (] NEVER MARRIED [5q"| 8. DAVE OF BIRTH , _| 9. AGE (In yeo 
OO el iipepinda; 
widowed [} DIVORCED [] te: 7 


.] 10a. USUAL OCCUPATION (Give 5 af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 14, BIRTHPJACE (Stole or Yoréign country] 


during most of working in if retired) 


12. CITIZEN OF WHAT COUNTRY? 
a AG A 
pS a a aa i oth 
1$. WAS DECEASED EVER IN U. S. ARMED FORCES? |76, SOCIAL SECURITY NO. Mite Li haans Lae, Se 
(Yaa, no, oF acer Geer If yer, give wor or dates of 1ervice) 
CA Ze 


18, CAUSE OF DEATH [Enter only ane cause per line far {o), (b), and {c).] Het BETWEEN 


PART I. DEATH WAS CAUSED ay: SEY ANE DEAN 
IMMEDIATE CAUSE {o} 


| oa 


L DUE TO 
Conditions, if any, which ) Z 


gove rise to immediote 
couse {0}. stoting the under. ( OVE TO 
lying couse last, (e 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ko}]19. WAS AUTOPSY 
yes { Not) 


20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING 0) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘Qe. PLACE OF INJURY (Home, farm. ; 20f. (City or tewn) {County) (State) 
Hour on. While Not while foctory, street, office bidg., ete. UH 
p.m. 1 fot work [J ot work H 
21. | certify thot | attended the deceased fromix be ot, 19S on rere 19ZZ.,that | last saw the deceased 


alive on__fteteg of oz WN 7 + and Ml at death occurred ola 2. fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATESIGNED 


Ab Bala gil tans. Ld. Srshrg 
mows WI Foard & ss MAA hes TOP ad a 


‘2a. BURIAL, CREMATION, | 22b. DATE ay 2c, NAME OF CEMETERY OF, CRE: 2d. Ceara (Gity, town, we county) (State! 
ZGREMOVAL (eect 254 yy, r 
forex Lhe. 

EL'D By RE aA ‘Zab. REGISTRAR'S SIGNATURE 
bh er CO D1, Cb LLMY fee JUN 2 ’59 Ontbun £ are 


MEDICAL CERTIFICATION: 


MD) Soe. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


5493 CERTIFICATE OF DEATH is ae 


05482 


a. COUNTY a. 


1, PLACE OF at of 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
arroll 


marnano || °°" Morland * COUNTY Baltimore 03 


| director, 


~ 
b. CITY OR TOWN (If autside carporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond 


Sykesviite”” Baltimore 1s 


+. 


give nearest town) 


d. NAME OF HOSPITAL (If nat in hospital, give street oddress) d. STREET ADDRESS 


Seinet 7518 State H. ospitel, 8llo Harford Rd. 


e. IS RESIDENCE 
ON A FARM? 


yes] No 


3. NAME OF First Middle Lost 4. DATE Month 


{type or print) Elizabeth Purvis Sisec BeaTi Sides 


Year 


Day 
2h = 19 59 


Pages 1 and 2 shoula be, 


S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH ‘feneay IF UNDER 1 YEAR| IF UNDER 24 HRS. 
¥ it bi 7A Month: Da: He Mie 
Female White WiDoweED X] pivorceo] | 6—Se TB6K of nal vata lPaes | ee 


during mast of warking life, even if retired} 


2on papers. 


10a. USUAL OCCUPATION (Give kind af wark done! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Hous e Penna. U.S 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Oliver Purvis Rachel ? 


Lal 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT 


{Yes, no, oF unknown} (it yes, giva war or dates of service) 


no Hospital records. 


18. CAUSE OF DEATH [Enter only one cause per line far {a}, {b), and (c).] 


PART |, DEATH was cause ey. Ayterioesclerotic Heart Disease 


INTERVAL BETWEEN 


eure? DEATH 


IMMEDIATE CAUSE {a} 
) DUE TO 


Then please remove 


Canditians, if any, which 


Tas. 


Generalized Arteriosclerosis 
gave rise ta immediate ie) 


cause (a), stating the under- ( OVE TO 
lying couse last. ‘o 


Cerebral arteriosclerosis with psychosis 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL pees: CONDITION GIVEN IN PART 1[0)|19. WAS AUTOPSY 


PERFORME 
yes] N' 


~ 
©. 
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‘o 
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20a. ACCIDENT WAS _UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Part Il af item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


f20c. TIME OF INJURY Manth, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20f. (City ar town) 
Hour o.m. While Nat while foctary, street, office bldg., etc.) ! 
p.m. lat work [[] at wark 


~r bin, Lf Cs 


ruysican's Agustin del Campo M.De 


NAME (Type} 


er this certificate has been signed by the attending physician ond completely filled in by the 
MEDICAL CERTIFICATION 


|, crematian, or remaval, ond in any event within 72 hoy after death. 


spital or attending physician. 


(State) 


DATE SIGNED 


5x 2hn59 


Ta. BURIAL, CREMATION, 2b. DATE THER Zac. NAME ae CEMETERY OR CREMATORY 72d. LOCATION (City, town, ar county) 


ROUT Letntnon FOW, 


, 3 
page 3 shauld be detoched far use as the buriol-transit permit. 


the registror priar to b 


(State) 
MrrJ. 


& TO HOSPITAL OR ATTENDING PHYSICIAN: 


REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


SM 9/58 (uke. SZ. gen etl A pdeadst 28 '59 Cthun SX Kiasath 


MARYLAND sds = eae Lipsey at bbe apes aad 18 ) e 
549 CERTIFICATE OF DEATH °° 19483 


Reg. Dist. No. 
a apa or (Where Pan. Jived. It institutian: Residence before odmissian} 4 
b/county ) 
PVA cet. tite we Lett 


c. CITY OR TOWN, (Iffoutside 7. Wi {ts write RURAL and give i oa) > 


— 


1, PLACE OF 


0. COUNTY Lee ‘es pf hides 


b. CITY OR TOWN Lif outside corporate limits, write |e. LENGTH OF STAY WY Tb 
RURAL and giverneares! town) i 
ALE. ; : Lee, a SF, 


directar, 


E filed with 


e 


4 Ah 1 Prt 

ie d. NAME OF HOSPITAL (It not in atl, ae sitet address) oF ‘STREET ADDRESS ©. IS RESIDENCE y 
* x OR INSTITUTION 4 ON A FARM? 

a 5 | 

3 L ! ves) No 

5 3. NAME OF “First Middl to ; rm Y 

i DECEASED / fh ~ aia yf OF Vi Ps Ve a 

rs (Type or print) _ sh! Mi 7 tt DEATH 7 ¥ 19 S97 

e 5. SEX Aaa OR RACE [7. MARR i NEVER MARRIED [-] | 8. OATE OF BIRTH 9. AGE (In year 


last. birthday) Bayt Min. 


/ wioweo [J olvorce [) a i Ee & 


10a. USUAL OCCUPATION (Give kind of work dane wa OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
doris st of ing life, even ¢ 
ee] a Se eS VWtaxaypliced Ly 
4 I 


‘13. FATHER'S NAME 14, MOTHER'S’MAIDEN NAME 


(efectos. Becks ect 


15, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16, SOCIAL SECURITY NO. 5 INFORMANT Address 
jes, 10. oF unknown) UH, yes. give wpr or dates of service) d } 
y ‘Dh LE ‘A ty Hy hte eceetp. | pertructteg “e ) 


18. CAUSE OF DEATH [Enter only one couse per line far (a). (b). ond ©.) NEED anyeaee a hala 


PART t. DEATH WAS CAUSED BY: Cerebral ‘irterio sclerosis 
IMMEDIATE CAUSE (o)__ Es Ab de” 


Then please remave, 


e - K QUE TO 


that the death certificate be executed within 24 haurs after death: Page 4 


Cerebral Thrombosis: 


Conditions, if any, which 
gove rise 10 immediate 
cause (a), stating the ynder- 


jires 


OUE TO 


ter this certificate has been signed by the attending physicion and campletely filled in by the f 


is 
a 
= 
e 
icy 
ES 
Sc 
5 ae 
z § a2 lying couse lost. (©) 
3238 A e Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}[19. WAS AUTOFSY 
= aoe 2S - 
& Ss < 
2easoo 6 ED) mo ce 
fe 2 y 
Fates = [200. ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I of item 18.) 
3s = & | OR CONTRIBUTING 1] CAUSE OF OEATH 
Sees | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s s 2 
Ysszss & [20c. TIME OF INU Month, Yeor | 20d. INJURY OCCURRED = 20e. PLACE OF INJURY (Home, form, 120 {City oF town) (Coun State] 
a re] Doy, ty ) (County) (State) 
5289 6 Hour While __ Not while RSchao yates coins ap are.) 
2 sEPS§ = lot work {7} ot work {7} ' 
. 
Pe oe 14 > 
Z2e35 $ 21.t aad that | attended the deceased fram._____ Wover...2 J. 9.34... to. May 15. , 19.29. that | last sow the deceased 
aA, 5 olive on_ May 14... =) 19 50h and thot death occurred at....L0_ 8M, fram the causes and on the date stated above. 
we —). * ADORESS (Street, city or town, state) DATE SIGNED. 
Zaps? AL 
evi ss SIGNATURI : oe: 
Orava i /) 
zeasds5 i PHYSICIAN'S i 
eree ane thyeel_M, C,Porterfiald sanenenea...-.... Hampstead, es 
a8 2°9 a. BURIAL, fom] "VE DATE-THEREOF, _] 22=. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, fawn, or county) ate) 
z52 3s Dues, L1G, «i: Lt ME pide a itt g IV Ay yi o 
2 ae uN fone 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS ATS (4) < ay vd) zt 


AY 19°59 then £ Hane 


15M 40/57 


y 


ith 


had directar, 
Id be 


Pages 1 and 2 shau! 


papers. 


‘ter this certificate has been signed by the attending physician and campletely filled in by the f 
Then please remave carbe 


spital ar attending physician. 


r 


page 3 should be detached far use as the burial-transit permit. 
the registrar prior to burial, crematian, ar remaval, and in any event within 72 hours g 


may be retained by 
TO FUNERAL DIRECT 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
5 494CERTIFICATE OF DEATH 


. 05484 


}. PLACE OF DEATH 
2 MARYLAND 


Carroll 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admissian) 


° STATE Maryland COUNTY Allegany 


b. CITY OR TOWN (If autside carporate limits, write | c. LENGTH OF STAY IN Ib 


Sykesville” é6yrs.10mos.5 


c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) v 


ys: Mount Savage R#1. ix 


ETSI ASS 1206 QD Ce Stage 
RI 


Springfield State Hospital 


d. STREET ADDRESS e. Ls RESIDENCE 


IN A FARM? 
None ves [] NOX) 


|. NAME OF First Middle 


eae Harry Edward 


(Type ar print) 


Lost 4. DATE Manth Day Year 


Snyder DEATH May Wy ’ 19 59 


‘$. SEX 6. COLOR OR RACE | 7. MARRIED [XK] NEVER MARRIED [] 


Male White wivoweo [] pivorceo (J 


B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER } YEAR| IF UNDER 24 HRS. 
yes. 


last birthda: lanths} Days jours in, 
ey 27, 188); a ee Manths] Days | H Mi 


10a. USUAL OCCUPATION (Give kind af wark dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 


dyring mast af warking life, even if relired) 
‘tnimown - 


12, CITIZEN OF WHAT COUNTRY? 


West Virginia U.SeAe 


13. FATHER'S NAME 


James Snyder 


14, MOTHER'S MAIDEN NAME 
Ellaza Wasson 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. 
(Yes, 0. of unknown) (IF yes, give wor or dates of service] 
No - - 


INFORMANT 


Springfield Hospital Records 


Address 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (6), and (<).) 
PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


Coronary insufficiency Days 


? . IMMEDIATE CAUSE (a), 
WG DUE TO 


7 


Canditians, if any, which (b). 


Arteriosclerotic heart disease 


Years 


gave rise to immediate 
cause (a), stating the under- 
lying couse last. 


DUE TO 


(o__Generalized arteriosclerosis 


_Years 


C-B.Bepeigerd Ractigns sts 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
cerebral arteriosclerosis with 


20a, ACCIDENT WAS UNDERLYING [] is DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part II af item 1B.) 


PERFORMED? 


res Nox] 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


Hour a. m. While Nat while 
p.m. W lat wark [] at wark 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATUI 


20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) 
factory, street, office bldg., etc.) i 


/ 9 
Latin Lb 
PHYSIGIAN'S: ‘9, a 


NAME (Tyee) Agustin delCamo, M.D, 


(Caunty} (State) 


-sykesville, Maryland. 


‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF 


2c. NAME OF CEMETERY OR CREMATORY 


Zid. LOCATION (City, tawn, ar caunty) ; (Stote) 
770 Q 


REMOVA, (Specify) 6 Ss £ 
cet MELLEL Biber 


73. FUNERAL DIRECJGR'S SIGNATPRE p DRESS, 
0) Ae GQ Lie 


AALARUNC I, 24a, REC'D BY REGISTRAR 


rid + | vate MAY 18 '59 


‘2ab, REGISTRAR'S SIGHATURE 


tht £ Krasne 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i a 
5496 _ CERTIFICATE OF DEATH sea om nll 485 


1, PLACE oe 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0 COUN Carrell. marvano || ° SE Maryland » COUNTY Baltimore City 30 


b. CIFY OR TOWN (If outside corporote limits, write} ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) 


ood 


directar, 


RURA\ colar 17s" town) Baltim 2 ; ; 
Syke 3 days ore 6 Voly V 
d. AetG Puede {If not in hospitol, give street oddress) d. STREET ADDRESS. e IS RE 
Springfield State Hospital. 380Moodlea Avenue ves EJ NO 
. NAME OF First Middle Lost 4, DATE Month Day Year 
DECEASED OF 
{Type or print} John Mariner Snyfier DEATH Se 3l = 19 59 
S. SEX 6. COLOR OR RACE |7. MARRIED (XJ NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Days | Hours] Min. 


307=1896 imap on 


12. CITIZEN OF WHAT COUNTRY? 


USeAe 


Male White wipowen [] Divorced [] 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during ‘s of working life, even if retired) 


Yeas Maryland 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Charles Snyder Medora Hf 


15. WAS DECEASED EVER IN U. S. ARMED. rons? 16. SOCIAL SECURITY NO. INFORMANT Address 


arbon popers. Poges | and 2 should be filed with 
y death, 


ian and completely filled in by the & 


< 
oe 


§ (Yes, ax vnknown) | {I yes, give wor or dates of service) EH Pie llrececds 
g 
8 18, CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond {c).] FE ges Bee 
a PART |. DEATH WAS CAUSED 8Y: days 
§ IMMesiAt cause o) Pneugontia bilateral 
Ss 4 ue Ft x DUE TO 
Conditions, if ony, which ©) 


gove rise to immediote 
couse (0), stoling the under: ( DUE TO 
wea couse lost. © 


€ 
° 
2 é gr OTHER SI noe CONTRIBUYNG TO DEATH BUT NOQ RELATED [O THE IAL DISEASE CO! TION GIVEN IN (0) |19. WAS AUTOPSY 
2 ce} 
‘ss 2| 0,BUB associated wi osclerosis,with psychotic” beactLoti |” rerrcmer: 
a oO 
Kt = 200. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ! or Port II of item 18.} 
= & OR CONTRIBUTING 1] CAUSE OF DEATH 
§ U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
5 fay Hour o. m. While Not while foctory, street, office bldg., tN ! 
= p.m. 19 lot work [1] ot work 


Spi 
ter this certificote hos been signed by the attending physi 


page 3 shauld be detoched for use as the burial-tronsit permit. 


the registror prior to bur 
— 


3 
eo 
E 
fe 
$ 
$ 
cf 
> 
$5 
°° 
a3 
2 
& 
6 
rr] 
3 
ro 
ic 
2 
° 
= 
2 
9 
E 
$ 
& 


-, 19.2 Ahat | last saw the deceased 
alive an_5~_ 316 1 en a2) 2 ew ial that death accurred afte JY , fram the causes and on the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
aeruat Lf ea,’ wy Bes » Springfield State Hospital, 5-31-59 


nuvsical’s Agistin del CampooM, ‘oD hee ne 


EC BURAL BREMATION, | 2b b C/ Ye EOF Te. NAY F CEMEFERY OR CREMA, 72d. LOC. (City, town or county) {Sigte) 
ad Ee | 
‘db. REGISTRAR'S SIGNATURE 


!, AL DIRECTOR'S ADDRESS ‘2da. REC'D BY REGISTRAR 
ane 8 Ea OEP [hago H love wh 28 |" “Cita Fa 


moy be retoined by 
TO FUNERAL DIRECT: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 haurs ofter death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 5 4 &6 
S497 CERTIFICATE OF DEATH Ps 


1. PLACE OF DEATH: 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


. COUNTY; ; gSTATE fe 
a i need yo evVLA b. COUNTY, pws 


b. CITY OR TOWN {lf outide = excporate limits, write | ©. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporate limits, write RURAL and give nearest fawn) 
give near 


UNYOR I R x b 


d. NAME OF = ath {If not in haspitol, give street address) He ‘STREET ADDRESS Mt - RESIDENCE 
NA 


Ls Vi FARM? 
OR INST yj LN ay a wet) Neon] 


3. NAME OF Firs Middle 
DECEASED 


{Type or print) 
5. SEX 6. COLOR OR RACE |7. maRRiED [[] NEVER MARRIED [-] | 8. DATE OF BIRTH 


AL Lip pT pe \wwowen bivorced (1) FEB f - LL 7z 


At years | 
10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country) Z 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 
PRUGEeLST- fETILED MARYLFEN ; 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


= Z 2 SEALY LEESE AM NIE 
i ea) io TS kop Gg 16. SOCIAL SECURITY nl eer Ny 
AVA 2 re 32-3) 2 Ze 


18, CAUSE OF DEATH [Enter anly one couse per line for fp), (b), and (c)-] . INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a] 


uy 7 DUE TO 
Conditions, if ony, which ® 
gove rise to immediote 

cause (4), stating the under. ( OVE TO 


lying cause las, (o). 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE JERMINAL DISEASE CONDITION GIVEN IN PART 1{0) |19. Hee 
ys nol 


200. ACCIDENT WAS UNDERLYING C) ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Port | or Port I) of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (State) 
Hour 9, m. While Nat while factary, street, office bldg., ete. 
p.m. 19 lot work [J at wark [J 


21. | certify thot |_ottended the deceased fram_4,=-_! WSF, tad that | last saw the deceased 


alive an Ay JS Da, 19 = a, eA that death occurred BLED = the causes and an the date, stated abave. 
p *s town, state) \ DATE SIGNED 


ea wld sor- M7 


0 24 haurs after death: Page 4 


\d completely filled in by the f 


for use as the burial-transit permit. Then please remave carbon papers. Pages } and 2 shoul: 
death. 


ican an 


ed by the attending phys: 


ign 


The law requires thot the death certificate be executed wi 


g physician. 


‘er this certificate has been si 


| ar attendin: 
MEDICAL CERTIFICATION 


page 3 should be det 


ACTUAL 
SIGNATUR' 


PHYSICIAN'S 
NAME (Type) 


3 J “ 4 . 
BURIAL, aoa) 7b, DATE THEREOF a AME OF CEM OF oon OR rake d-\OCATION (City. town, (State) 
REMOYVA! ify) ae 
OPEOREEK Cle K AD OPLL Uy 
"| Maze do dale Ado. REC'D BY REGISTRAR 2ab, REGISTRARS SIGNATURE 
VS A1S (4) 
15M 10/57 Pf Ayn LAMLAK A oate SN 3 '59 Cnihun £ Kine 


* 


X 


5 
9° 
2 
= 
g 
i 
= 
¥ 
Fs 
$ 
: 
3 
> 
> 
o 
= 
a) 
2 
o 
Oo 
€ 
& 
3 
i 
ak 
3 
is 
2 
5 
2 
5 
«aA 
2 
5 
& 
5 
“ 
‘D 
2 
Fi 
eS 


may be retained by the haspi 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTO; 


L MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
P {,9QCERTIFICATE OF DEATH MSS 


18. CAUSE OF DEATH [Enter only one couse per line for (9), (b), ond (c).] 


PART I. DEATH WAS CAUSED BY: 
: , MEDIATE CAUSE (o]_Posterior myocardial infarction 


& oe DUE TO 


INTERVAL BETWEEN 
ce ET AND DEATH 
8. 


“6 
3 oa ng Seer ene 2 eee ree (Where deceased lived. If institution: Residence before admission) 
; °. 

538 - Carroll MARYLAND Maryland ». COUNTY Montgomery 
bar i b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) v 
pe 7 pu URAL ond gi = town) SOS: 
®@ ‘ esv 6 months: Silver Spring 1556.2 

= d. NAME OF Boerne (If not in hospitol, give street oddress) d. STREET ADDRESS e Pe Ge aes 

s _ st rine + ON A FAR ae 

Sd gfleld State Hospital 1713 Highlend Drive ves (] Now 

a a, 

5 3N NAME AME OF Fint Middle Lost 4. DATE Month Doy Yeor 

%, Grescrpes) Mary Alice Wilson Stewart Beate May 21, 19 59 

£ 5, SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [.) | 8. DATE OF BIRTH 9 AGE (ty year [UNDE [IF UNDER t YEAR] IF UNDER Ta HRS. 

ost purthdo 

; Female White Ouse pivorceo F] August 5, 1883, 7 ah Months| Doys | Hours | Min 

& Wo. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | {1. BIRTHPLACE (Stote or foreign country) 32. CITIZEN OF WHAT COUNTRY? 

g during most of working fife, “e, if retired) Gift Shop U.S A 

« Housewife & Clerk Mississippi enere 

3 43. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

2 I <ciniheen WILLIS WILSON ETTE = Langford 

8 +: WAS dear ag eee U.S. bile Saeed 16. SOCIAL SECURITY NO. |17, INFORMANT Address 

Fl aneseehne a MER indiana want isecicn) 

2 No | - 577 =32-20 Springfield Hospital Recokds. 

z 

“ey 

§ 

s 

= 


Conditions, if ony, which (b 

gove cise to immediote 

couse (0), stoting the under: OUETO 

lying couse lost. __Arteriosclerosis of the right coronary artery ars 


Pant I. OTH, ER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOT! raed Het ee ie IDITION GIVEN IN.PARBT 10) /19. WAS AUTOPSY 
onic Brain Syndrome agsociated wi cerebra. rosis with PERFORMED? 
20a, ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING (J) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


—<———— ee 

20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) {Stote) 
While Not while foctory, street, office bidg., etc DH 

jot work [] ot work () ' 


cremation, or removal, and in ony event within 72 hours ofter death. 
MEDICAL CERTIFICATION 


ed for use as the burial-tronsit permit. 


After this certificate has been signed by the oltending physician and campletely filled in by the, 
Te) 


® 


r_M, fram fe causes ae an the date stated abave. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofler death: Poge 4 
may be retained by the hospital or attending physician. 


2 ADDRESS (Street, city or town, stote) DATE SIGNED 
Ess wo Springfield State Hospital _—_—5/21/59 
aco: Ol A” Re ees ee ee ee ee Fee I ele ae ea wa Ss or eee anaes 
zit moa “agustin delCampo, M.D.‘ Sykesville, Maryland 
z "4 i] 220. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county) (Stote) 

2 Hy 2 BURT AL Specify) | 5/23/59 ROCK CREEK CEMETERY WASHINGTON, D.C, 
r= ar - 
% & A = RPE us ee zinc. PR eR SPRING, MD, 240. REC'D BY REGISTRAR ‘2éb. REGISTRAR'S SIGNATURE 


15M 9/55 | (Rey nibs a care MAY 2 6 '59 Onthun £ Kasse 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ay 
CERTIFICATE OF DEATH vec. oun me (0488 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 


4) 0. COUNTY @. STA b. COUNTY a. 
maw | AAR YL AWD CARR OLE 
b. CITY OR TOWN {IF outside corporate fimits, write |. LENGTH OF STAY IN 1b €. CITY OR TOWN (ff outside corporote limits. write RURAL ond give nearest town) 
RURAL ond give nearest town), ; 4 — 
LUES o MEST MLMS FF 


gd. STREET ADDRESS e. tS RESIDENCE 
"OR INSTITUTION, f 


“SOL LAA ST, | eww 
First Middle 4. DATE Month 


3. NAME OF pS 
eo JOHN INFIELD. STONES/PER| Sam BY 2 959 


5. SEX 6. COLOR OR RACE |7. MARRIED [L] NEVER MARRIED [-] | 8. Wy ‘OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 
Wf, lost birthday) Days Min. 
Li itd winowen [4— _ivorceo MV: s ~/hb Rar irs 
IRTHPLACE (Stote or 6 ‘coun! 


10a, USUAL ‘Occur yon tare kind of sesh done|10b. KIND OF BUSINESS OR INDUSTRY "2 BI 12. CITIZEN OF WHAT COUNTRY? 
CARROLL CO MG, Liickeo. 


durjng mast af — ing life. Be og rf 
14, MOTHER'S MAIDEN NAME 
Cine an BULL SWUDER 
ia em nacaeeae | See Ne: Te Recaro z [EE Vie Wy, LT 
— ‘aod YI? PLL 


1B. CAUSE OF DEATH [Enter anly ane coute per \yf@)for (0), (b). ond {e)-] "INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ¢ 7 4 ; ONSET Ano Dea 
IMMEDIATE CAUSE (6) LS 
Y jf DUE TO 
Conditions, if ony, which w 
gave rise to Immediote 
couse (a), stoting the under. ( OUETO 
lying couse lost. © 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}] 19. Neca: 


yes] No 


| director, 
filed with 


¢ death. 


Then please remave carbon papers. Poges 1 and 2 sha 


20a. ACCIDENT Nar oneees {a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy, Year [70d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (Stote) 
Hour 0. 1. While Not whil foctory, street, office bldg., e 4 
p.m. 19 lot work (J ot work ol] - 


21. 1 certify that | attended the deceased from Ye IO 95 F oA LO... WE Ginat | lost saw the deceased 
alive on# Gis SPY Clae WSF, ooh and that death accurred at LAL fram the causes dnd an the date stated abave. 


ESS (Street, city or town, state) ATE SIGNED 
sauna fee y, z Peels 


PHYSICIAN'S. 


MEDICAL CERTIFICATION 


ING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours aff 
¢rematian, ar remaval, and in any event within 72 hours g 


spital or attending physicion. 
Fer this certificate has been signed by the attending physician and completely filled in by the 


far use as the burial-transit permit. 


pli fti\ gf > _ f/7- s), 
ZAd, LOCATION (City, town, or county) 
fi Sak La 


TO HOSPITAL OR AT 
may be retained by 

TO FUNERAL DIRE 
page 3 shauid be 
the registrar prior to bur 


ae. 


Pages 1 and 2 sh 


n papers. 
leath. 


itagtolenronereay 


: The law requires that the death certificate be executed within 24 haurs after death. Page 4 
|, ¢rematian, ar remaval, and in any event within 72 has after 


| ar attending physician. 


er this certificate has been signed by the attending physician and campletely filled in by th 


i 


5 


page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN 
may be retained by 

TO FUNERAL DIRECT! 
the registrar priar ta bi 


ga 
2a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 , 
54.99 CERTIFICATE OF DEATH 05489 


Reg. Dist. No. 


1, CtAce CR DERTH 2: Merete ao ah 33 (Where deceased lived. If institution: Residence before admission) 
fos a.) b, COUNTY 
Carroll peste Maryland Carroll 
b. CITY OR TOWN (IF outside corporate limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) v 
RURAL ond give nearest town} ‘ 
Sykesville 13yrs.2mos.l7days: Baltimore VO/- 
d. Ried one {If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 
Springfield State Hospital 1950 W. Pratt St. ves (J No 
th aon First Middle Lost 4. ha Month Day Year 
yearn Benjamin Franklin Taylor, Sr} Gem May 26, 19 59 
5, SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [] |B. DATE OF BIRTH 9. Rae (ingeae IF UNDER | YEAR] IF UNDER 24 HRS. 
lost, birthday! Month: O H Min. 
Male White wivoweo X] pworceot] | July 7, 188); are ee ue 


10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) . 4 _ 
Shipping clerk Teu cline. | Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Taylor Sara - 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, no, oF unknown] UH yes, give wor or date: of service] » eee ; 
No | "= 2/2 a/b - SSH Spr d Hospital Records & 
1B. CAUSE OF DEATH [Enter only one couse per tine for (0), (b), and (€)-] INVERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: . ’ ONeUa ND DENT 
IMMEDIATE Cause (o)__AYterLosclerotic heart disease Years 
Lh-«¢ -O DUE TO 
Conditions, if any, which »,__ Generalized arteriosclerosis Years 


gave rise to immediote 
couse {a}, stoting the under- ( DUE TO 
lying cause lost. to 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. NS 
Involutional melancholia, EC) NO 


20a. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
OR CONTRIBUTING LC) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


Hour a. m. While No! while 
Pom. lot wark [[] of wark 


21. | certify that | attended the deceased fram. [22 7=__ £9 mk eS PA ot aes eee ail 
alive an_. May__ ap 1959 ., and that death accurred ath 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} {Caunty) {State) 
factary, street, affice bldg., etc.) | 


MEDICAL CERTIFICATION, 


“that | last saw the deceased 
Ax SP, fram the causes and an the date stated above. 


y ADDRESS (Stree!, city or town, stote) DATE SIGNED 
ACTUAL cH Al bara uo, Springfield State Hospital _§/27/59__ 
NAME tyes) ’ Agustin delCampo, M.D. Sykesville, Maryland 
Ze. A, CEMA ON Nb. Bal THEREOF . Te. NAME OF CEMETERY OR “CREMATORY z Td. LOCATION (City, town, or county) ~ (jote) 
ers ay; O33! > Ss MVEw ¢ oh zd wk AA L7_/ tt Le & a =| 
RE: RS, Eo ADOR! 24g. REC'D BY REGISTRAR ‘2d4b. REGISTRAR’S SIGNATURE 


59 Oma. KGauwA. 


Ml 


| director, 
filed with 


Pages 1 and 2 shoul 


Then please remave carbon papers. 


jer this certificate has been signed by the attending physician ond completely filled in by the f 
the registrar prior ta burial, cremation, ar removal, and in any event within 72 hours after de 


pital or attending physician. 
d for use os the burial-transit permit. 


moy be retained by ©: 
poge 3 shauld be de! 
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TO FUNERAL DIRECT! 


VS AIS (4) 
1sm 10/87 


isi 


550@ CERTIFICATE OF DEATH cop vne te. VOLOH 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 


o. COUNTY Gg oll MARYLAND a. STATE M. 1 a b. COUNTY 


B. CITY OR TOWN [if outside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN {if outside corporate limits, write RURAL ond give nearest tawn) 
RURAL and give nearest tawn) : 


Rural_- Sykesville Yrs.2Mo. Baltimore City VO y 
d. NAME OF HOSPITAL [IF nal in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION z ON A FARM? 
pringfield State Hospital 206 S. Gilmor Street Yes NO Bt 


3. la ata First Middle Lost 4. DATE Month Day Yeor 


OF 
Bee taal Minnie Letitia WALKER | DeatH Ma 23 19 59 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] |8. DATE OF BIRTH i AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS 


Female White _|woowe te wore} | 7n19-72 "66 


yes. 
100. USUAL OCCUPATION (Give kind af work Ee KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


(2) MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


during mos! of warking life, even if retired) 
Ohio U.S.A 


Tayloring 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


James Israel Parsons Sarah Ann Kirby 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? F SOCIAL SECURITY NO. 17. INFORMANT Address 


Tie |" |en2-01-2336a| Springfield State Hospital Records 


No 


18. CAUSE OF DEATH [Enter only ane couse per line for (a), (b), ond (c).] INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: ONSET_AND DEATH 
IMMEDIATE CAUSE (0) 7 


Yh ’ / DUE TO 


Gone any, hich weeneralized 
ove rite to immedia 

couse (0}, stoting the under- (| CUETO 
lying cause lost. te 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART Ifa) |19. pile Erba! seid 


Chronic Brain sydrome associated with arteriosclerosis yes No 


20a. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


loa. 

20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, }, (City or town) (Stole) 
Hour 0. m. While Not while factory, street, office bldg., ete.) ! 
p.m. 19 lat work [] ot work [] Hl 


21. I certify thot | ottended the deceosed from OCt. 20, 19.94, to___May._23__.. 12.59 ,thot t lost saw the deceased 
olive on_May 23, Bao: ond thot death occurred at_2=—4.C4M, from the causes and on the date stated abave. 


Waar ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL Lin Lew ef Led — 
SIGNATURE. Ex a ee wa 2? 


PHYSICIAN'S 


NaMetye)  dmund Lusthaus M.D, Sykesville, Maryland, 
‘220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. tawn, or county) (State) 
paftat late y 25/59 |Western Baltimore did, 
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